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REQUEST FOR RECONSIDERATION 

Petitioner respectfully requests reconsideration of a previously filed April 1, 2005, petition 
to revive an unavoidably abandoned application. The petition was dismissed by USPTO Attorney 
John Gillon in a decision dated August 12, 2005 for failing to satisfy the showing requirement for 
the entire period of abandonment. However, all other elements required to revive the above- 
referenced application as previously submitted were satisfactory. 

Petitioner includes herewith additional evidence, attached hereto in a Showing of Delay and 
Exhibits A through E, to satisfy the showing requirement for unavoidable delay and revive the 
above-referenced application as provided in 37 C.F.R. 1.137(a) and (e). Further, this Request is 
timely as it is filed within two months of the August 12, 2005, dismissal. Thus, Petitioner 
respectfully requests that the above-identified application be revived, examined, and issued. 

Should any questions remain, please do not hesitate to contact the undersigned at 1-800-445- 
3460. No fee is due in connection with this Request as the petition fee was previously paid by the 
Petitioner. However, any fees which may be due in connection with this Request should be applied 
against our Deposit Account No. 19-0522. 
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2405 Grand Boulevard, Suite 400 
Kansas City, Missouri 64108 
(816) 474-9050 
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SHOWING OF DELAY TO ACCOMPANY REQUEST FOR RECONSIDERATION 

The following showing of unavoidable delay accompanies a Request for Reconsideration. 
Exhibits A through E are also included herewith as evidence. This showing is signed below by the 
Petitioner, Mr. Donald S. Feuer, as presenter of the following facts. 

1. Petitioner's unavoidable delay in prosecuting the application from the date of 
abandonment, May 12, 2003, to July 2004, was the result of prolonged, serious, and debilitating 
illness. Specifically, Petitioner suffered from a severe form of Crohn's disease, which prevented 
Petitioner from engaging in any form of mental or physical activity, such as employment, leisure 
activity, or providing information and documents to his agents or attorneys regarding the above- 
referenced application. 

(A) Exhibit A evidences Petitioner's multiple hospitalizations and other medical treatments 
in 2002 for Crohn's disease. Specifically, Exhibit A includes hospital bills and insurance documents 
evidencing the serious and extensive treatment Petitioner received in June, July, August, September, 
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and October of 2002 as a result of Crohn's disease. 



(B) Exhibit B evidences Petitioner' s continued treatment for Crone's disease from early 2003 
to June 2003. 

(I) Exhibit B includes hospital bills and insurance documents evidencing treatment 
on February 17, 2003, February 27, 2003, March 20, 2003, April 18, 2003, and May 
29, 2003. 

(ii) Additionally, from July 2002 through May 2003, Petitioner was in constant pain 
and discomfort as a result of Crohn's disease and associated treatments and 
medications, thereby further preventing Petitioner from working with his counsel to 
respond to the February 12, 2003, Office Action or otherwise engage in extended 
physical or mental activities. 

(iii) Exhibit B demonstrates that at the time of abandonment of the above-referenced 
application, Petitioner was unable to furnish a reply to the outstanding Office Action 
due to serious physical illness. 

(C) Exhibit C evidences Petitioner's continued treatment and multiple hospitalizations for 
Crohn's disease from September 2003 through December 2003. 

(I) It should be appreciated that from the May 29, 2003, treatment evidenced in 
Exhibit B and the September 2003 treatment evidenced in Exhibit C, that Petitioner 
was in constant pain and discomfort as a result of Crohn's disease and associated 
treatments and medication and therefore was unable to respond to the outstanding 
Office Action or otherwise engage in demanding or extended mental or physical 
activities such as employment. 
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(ii) Exhibit C evidences home healthcare provided throughout September and 
October 2003, a September 2003 hospitalization, an October 2003 emergency room 
visit, and an extended November 2003 hospitalization for Crohn's disease. 

(iii) Exhibits B and C evidence that from the time of abandonment of the above- 
referenced application until late December 2003, Petitioner was unable to furnish a 
reply to the outstanding Office Action due to serious physical illness. 

(D) Exhibit D evidences Petitioner's continued treatment for Crohn's disease from January 
2004 through April 2004. 

(I) Exhibit D evidences a January 2004 emergency room visit and related April 17, 
2004, treatment for Crohn's disease. 

(ii) In should be appreciated that from January 2004 through May 2004 Petitioner 
was in constant pain and discomfort as a result of the evidenced treatments and 
associated medications. Thus, the extensive and serious medical treatments from 
2002 through April 2004 prevented Petitioner from engaging in any demanding or 
extended mental or physical activities from January 2004 through May 2004. 

(iii) Exhibits B, C, and D evidence that from the time of abandonment of the above- 
referenced application until May 2004, Petitioner was unable to furnish a reply to the 
outstanding Office Action due to serious physical illness. 

2. Petitioner's unavoidable delay from the period beginning May 2004 to the filing date of 
the previously-filed petition to revive was the result of the inability to locate an agent or attorney to 
revive and prosecute the application. 
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(I) Petitioner's inability to locate and agent or attorney to prosecute the above- 
referenced application was in large part due to Petitioner's prolonged and serious 
illness, evidenced by Exhibits A through D. Specifically, in the period from 
abandonment of the above-referenced application to Petitioner's sufficient recovery 
from Crohn's disease, various attorneys and firms known the Petitioner became 
involved with other clients in the same technology, thereby preventing these known 
firms and attorneys from representing Petitioner. 



(ii) Exhibit E evidences Petitioner's bona-fide and repeated attempts to secure 
counsel to revive his abandoned application from before July 2004 through January 
2005. Specifically, Exhibit E includes a July 13, 2004, non-engagement letter, an 
October 2004 email seeking an attorney referral, a November 2004 non-engagement 
email, a December 2004 non-engagement email, and a January 2005, non- 
engagement letter. During this period Petitioner contacted other attorneys and firms, 
not evidenced in Exhibit E, who were unable to provide representation due to 
conflicts. 



(iii) Petitioner met with his present counsel in late February 2005, who diligently and 
timely prepared the previously-filed petition and other related documents. 

(iv) Exhibits B, C, D, and E evidence that the entire period of abandonment of the 
above-reference application was the result of serious physical illness and associated 
inability to locate an attorney or agent to prosecute the application. 

3. Petitioner further declares that all statements made herein of his own knowledge are true 
and all statements made on information and belief are believed to be true. 
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Allowed''". • v: ir,..;//$]618y.<^ '^&&vi&i-Mkffir : i®\l&?$£} 

tS3ffiiia*anc<e'" : ' * ,; : '■•;>.-'"*'" : $M3\£62 V "*- " 
HeM^/iNitr'lMd^ i ::$j94^BQi 



Deecriptlon' of Nonaiioweci codes/KemarKs 



23 ^The/'bi'ii'ed* amount .exfcee^s' -; 'lteaii:h;: 

non- al lowable amount 1b :riot tiie respdnslbi#Ity= of the member . 



;£aymentei:s}k Issued To;: 

Provider 33 ^088693 6 ,A $49*v5b 

2002 -Member Deductible , to Date $1,000.00 

:2002 : sPaaily; -Dediie t^;i«^ x tb;lOat|i. $1,173.75 

2002 -Member Go£iiSuiaV&^ $2,310.92 Lifetime Paid:: $4,021 r 32 



■ina'-imfuf-. 




MAX= CntCK PAY A 31 



STATEMENT 



IF. PAYING BY .MASTERCARD <3R VISA. 



MISSION PATHOLOGY MCO ASSOC 
P.O. BOX" 7820 . _ •• 

LA6UNA NIGUEL, CA 92607-7620. 



OFFICE HOURS:. MON. THRU FR1; 10:00 All TO 3:00 PN 
PHONE 949 8*3-3346 

0000094791 ♦*»»AilTO»* 3-02GJT 92b 
||,l„„|,Ml..l...l..llM.l.li 1 nl..ll.l...1.»»H»«"ll'l 
114)69783 

donKo FEUER 

10 VIA TUNAS • •• 

SAN C t EMENTE ,, CA 82673*273? 



USIWC f OR 


TliS 




• □ ac . 

ni» 










3/06/03 




'1404.4* 1 






PAY THtS>M0tOT 



liiliitJilillnlliuliiiniolillnfiliHIiHMliiniMliliil 

13669783 
MISSION PATHOLOQY MEO ASSOC 

LA6UNA Q NIGUEU CA 92607-7620 



[-VP IHW ch-ck to*' i'< cm .ddrojj ji= ineDf r«M .«»;. »" W --«• 



Hl^ASE WftiT£ yOUR ACCOUNT NUMBtft QN Y QUA CHECK 

PLtASe OEIACH AWU KtTUHN fOK PORTION; VVITH VOQH PAYMENT 



4/03/CI3? 



794 ; 8 



OONALO f EU6R 



DATE 



CRT 



DESCRIPTION 



AMOUNT 



OB/06/02 
08/06/02 
10/07/02 
10/07/02,. 
08/10/02K 
-42/1 9/02 y 
08/88/024' 



88307; SUB 0 PAT H : LE V E L ¥ 

883X3 SPECIAL STAIN QRP II 

849 PPO PA THE NT 

841 PRO DISALLOW 

86305 SURQ PATH:tEVEL IV 
109 PATIENT PAYHT - 

86306 SURQ PATH: LEVEL 'TV'** 




W190.00 
40.00 
77. 82 
^ • 132.72 
*r,050v00 
100 

►sas. oo* 



tiM *** ***** i%Q>mti«* 



1404.4* 



SERVICES RENDERED BY : 



PHONE 0: 

TAX, ID : 



MISSION PATWUWY MED ASSOC 

p,0, MX 7020 ' " 

lAiGUNA NtGUEt , CA WB^-Teap 

049 643*9940 

SS-2ft4&4fia 

KO, A*0«W 99W1 



PRIMARY INS : HEALTMNET OPTIONS 




Health Ner 

IFP/ PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



EXPLANATION OF BENEFITS 



* T H IS IS NOT A BILL * 



10-02-2002 



DONALD S. FEUER 
10 VIA TUNAS 

SAM CXJSMEKTB,, GA 92673-273' 




EA Number 
Claim Id 
Process Date 
Subscriber ID 
Group Number : 
Subscriber Name ; 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider "Name ; . 

ANDREW C KO; M ™ 
Provider; ID : 



IVED 



0 S 2005 



08-09-02 
08-09-02 
08-10-02 
08-10-02 
08-08-02 
O&-07-02 
08-10-02 
08-09-02 
08-21-02 



SURGERY 

MISCSERVICE 

SURGERY 

MISCSERVICE 

PROFSERVICE 

PHOPSERWICE 

PATHOLOGY 

PATHOLOGY 

PROFSERVICE 



$1,200.00 
$120.00 

$1,300.00 
$120. OP 
$150.00 
$275. OO 
$120.00 
$120. 00 
$150.00 




$522 .56- 
$0.00 

$571.25 
$0.00 
$81 .99 

$202 .64 

$0.00 
$127.16 



$0.00 
$0.00 
$0.00 
$0.00 
$0.00 
$0.00 
$0.00 
$0.00 



$3,555 .00 $2 .,; 049.40 




$0.00 



i Payment Siunmary - 



Billed 
Nonal lowed 
Allowed 
Member' b 

Coirtauranea 

Non-Covered Chgd 
Health Net Paid 



The member 1 s responsibi li ty is for $1,528,50 



3,555.00 payable to ANDREW C KO, M.D. . 

$2,049.40 Services were rendered by a non-part i c ipating 

$1,505. 6Q provider, 

ity we are glad to be of service to you. 



De script ion of Nona! lowed Codes/Remarks 




54 ~ Amount exceeds the RBRVS allowed undar this plan. 

37 - The allowance for this procedure has been adjusted per coding and 

billing guidelines, The non- al lovable amount is not the 

responsibility of the member* 
113 - There is no allowance for this procedure due to coding and billing 

guidelines. The non- allowable amount is not the reg)ohsibility of 

the member, ^ J ) 

Payment(s) Issued To: &CpL %& 

Provider 33-051498? A $1, 546 « SO $ # 5 

2cta2-l*einber Deductible to Date p w nQGJiO 

2002 -family Deductible to Date %iljL73T75^ rl^^L.I 1 

2002-Member Coinsurance to Date $1, 89T.ZB Lifetime Paid: $3, 003 ,94 



for first hospital visit 



AMATI0H OF COOES ON REVERSE SlOfc 




EXPLANATION OF BENEFITS 



Health Net* 



I TP/ PPO 

P.O. BOX 16223 

VAN NUYS, CA 91410-0223 

1-800-839^2172 



DONALD S. FBUBR 
10 VIA TUNAS 

SAN CLEMENTS > GA 92673-2737 



* THIS IS NOT A BILt * 



1O-O2-2002 



RA Number 
Claim Id 
Process Date 
Subscriber ID 
Group Number : 
Subscriber Name: 

DONALD 5 FEUEK 
Patient Name : 

DOjSftLD S FEUER 
Prbyide^r Name : 

PHILLIP A ROBINSQN, K^D* 
Provider ID : ^ 




HOT 
08-06-02 



PROFSERVICE 
PROFSERVICE 



JLKT 
$135.00 



$105,02 23 
$77.46 23 



50.00 



$322 ,00 



$182 ,47 



$139.53 



$6.00 



- Payment Summary - 
Billed : $322,00 

Nonallowed : $182 47 

Allowed ;. $139- 53 

Member 1 # Responsibility J>r^^> 
Coinsurance c ^7 01 

Health Net Paid : $111 



The member Vs responsibility is for $27.91 
payable to PHILLIP A ROBINSON, M/D ♦ . 
Services were rendered by a Health Net 
pref erred provider. We aria glad to' be of 
service to you. 



Description of NOnal lowod Code ©/Remarks 



23 <r The billed amount exceeds Health Net 1 s contractual agreement, 
non- »1 low able amount, ia not the reeponsibi 1 i t y of the ; member * 



5* 




Payment < s) I esued To : 

Provider 33-0783137 A $111.62 

2002-Member D4duotiBl© to Date r^tT^OOOOiS^ 

2 002 - Fami ly Deductible tp Pate - $1,17377^ 

2002 -Member Goih^urance to Date $325.32 Lifetime Paid: $1,379,62 



•SEE DCPtA!4ATl0« OF CbOES ON REVISE SIDE 




IFF / PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S, FEUER V 

id VIA tajnas 

SAN CLEMENTS, CA 92673-273 



EXPLANATION OF BENEFITS 



* THIS IS KO! A BILL. + 



RA Number : 

Claim Id : 

Process Pat© s 10-02-r~"' > 

Subscriber ID : 1 

Group Number ; 9*u. 

Subscriber Name: 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name : 

ANDREW. C KO , M.D. 
Provider IP : 33-0514967 A 




08-26-02 
08-26-02 
08-26-02 



SURGERY 

PATHOLOGY 

MISCSERVICE 



$850 . 00 
$120.00 
$120 . 00 



$446.40 54 
$120.00 37 
$120.00 37' 



- $403.60 
$0.00 
$0.00 



$0.00 
$0.00 

$0.00 



$1,090.00 



$686.40 



$403.60 



$0.00 



- Payment Summary - 
Billed : $l f 090.00 

No nal lowed : <$EBEISQ> 

Allowed i $W3~m 

'Me«SBei v, :S- : 



Coinsurance- 
Non-Covered Chgs 
Health Net Paid 



-^$201.80 

•$ ' 

r2oi:8o 




The member's responsibility is for $648.20 

payable to ANDREW fc KO, M.D. . 

Services were rendered by a non-part ic ipating 

provider. 

^.«»-^l^/ ; to be of service- *4yoii. 



Description o£ Nonaiiowea codes/KemarKs 



54 - Amount exceeds the RBRVS allowed under this plan. 

37 - The allowance for this procedure has been adjusted per coding and 

billing guidelines.. They noit- ail owable amount; is not the 

responsibility of the member. 




Payment (s) Issued To: 
Provider 33-0514987 A 



2002-Menber Deductible to Date 
2002-Family Deductible to Date 
2002-Kenber Coinsurance to Date 



.80 



$1/173.75 
$2,162.19 



Lifetime Paid: $3,426.32 



'SEE EXPLANATION Of CODES OH REVERSE SIDE 




EXPLANATION OF BENEFITS 



Health Net' 



irp/ppo 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1^0-839^2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMBNTE . CA 92673-2737 



♦ THIS IS NOi A B I L L * 



RA Number 
Claim Id . <».>» w.«;irw %. . 

Process Date : 10-02-2002 
Subscriber ID : 1""* n ~ 
Croup Number 
Subscribe r Name 

DONALD :' : S ■ FEUER . 

Patient Name ".: 

DONALD S FEUER 
'Provider Name : 
Xi/JOHN S BELVILLE M.D. 
Provider ID ■' ! V 




08^05-02 



0.00 
0.00 



§545.00 



$75.86 



$469.14 



$0.00 



- Payment 
Billed 
Nonal lowed 
Allowed 



Member 's* Responsibility 
Deductible ' 

Coinsurance 
Health Net Paid 



Summary - 

: $545.00 
: $75.86 
. -"$469.14 



118.-.. 

vmii 

68 



The member" e 
payable to JOHN S BELVILLE; 
Services were rendered' by a 
. preferred provider . 'We- 'arte 
service to you. 



is for $188.46 
M.D. . 

Health Net 

to be of 



De Be rlptl on of Nonal 1 owed Ciocie e/ReinarKe" 



23 - The billed amount exceeds Health Net's contractual agreement > 
non- allowable amount is not the responsibility of the member. 



During first hospital stay 



':;<!$%>. ,,, 



Payraent(s) Is sued To: 

ffcoyidfer 95-2662029 E; $280.68: 

2002 -Member Deductible to bate $1,000.00 
2002-Fainily De^ctilSle t<> Date $1 .173 .75 

2002 -Member Coinsurance to Date $110 .17 Lifetime Paid: $519.05 



*SK EXPLAMATrON OF CODES ON RB/e^SE SlOE 




W<mtt5?Jtt-SS~26S3f>0$l*tt5 



EXPLANATION OF BENEFITS 



Health Net' 

P.O. BOX 10223 
VAN HOYS, CA 91410- 
1*800-839-2472 



DONALD S . FEUER 

"iO; : iH& tun&s ■ 1 ...... 

SAN /CL£MENT£ , GA 9v2«^3 -275i7; 



* THIS IS HOT # BILL * 



10-02-2002 

1 ' " ""' 
9 






RA Number 
Claim Id 
Process Date . 
Subscriber ID 

0Epuj^' Nu^eir 
Subscriber Name! 

3>OHApj.iS ^UERf 
Patient Name i: , . 



08-03-02 

dei>04-02 

08-07-02 
08-08-02 
08^09-02; 



PROF SERVICE 
PROFSERVIGR 
PROPSBRVieB 
PROFSERVICE 

pRopsBfevieB 



$193. 



:193, 
5132. 
$9.4 



00 
00 
00 
00 
00 



$0.00 
$0.00 
$0.00 
$0.00 
$0.00 



} 193. 00 

f 193 . 00: 
S 132; 00^ 
O0> 



$0,00 
$0t06 
$0.00 

mm 

$0,00 



$805.00 



$0. 00 



$805.00 



$0. 00 



*■ payment Summary - The member ' s respons ib*iSLty l^s for ^Slfelv £>0> 
Bailed v ^ 

Allowed* . : $805.00 Servlcee were --:TS^9Te&-^ 

lfenil^*;& - j^fetrSd j»oVid&r : . arift^lad- to-be; of 

Coinsurance t $161 . 00 service to you. 




" .^^^to^l-^^ai A $644.00 

20b2-Menuber D&duc tibl e to Date $1, 000. OQ 

: 2002-f amaly^O^ $1,173. 75 , 

20.02--MeIbe*v C^M&wmcm^slD^m- <f29S:.v41 J^fe'tiSSeyp^id'; $1,268.00 



MISSION PATHOLOGY MED ASSOC 
P.O.BOX 7620 

LAGUNA NIGUELj CA 92607-7626; 

Phone Number: 849 643-3346 

Offfce Hours: 1 0*0:A.M.- 3^0 P.M, Mon. - Fri 



FORWARDBMG SERVICE REQUESTED 



t*)NALDFEUER 
10 VIA TUNAS. 

SAN CLEMENTE CA 92673-2737 



IF PkVW BT CRtDIT C AJtfl> FILL OUT WUJW. 


□6 




□ 


H|H| 




EXP. OA! E 


SGGNATUflE , 


GTAT^I ENTr DATE 

7/31/03 


AMOUNT. DUE 

$194$ 


ACCOUt{Tf*JMQEn 

136®783 


NU^R ON YOUR CHECK ' 


'SttOW'AMDOtff 



MISSION PATHOLOGY MED ASSOC 
P .O. BOX 7620 

LAGUNA NIGUEL.CA 92607-7620 



lM*_cMr9*d*n4lndle«iaclwnowo«r«v»>**«M*; '• 



Men «m mom»i» pqrten wt* payment. 



10/07/0^ 



E: DONALD FEUER 



FEDERAL TAX ID: 95-2648499 









88307 


SURGPATHU.EVELV 


190 00: 


88313 


SPECIAL STAIN GRP II 


4000 


,848 


PPO PAYMENT 


t77;B2 


841 


PPODiSALLOW 


.132.72 



KARDAN.FARAMARZM 



liliTWEWl^Y^lilltl 



MISSION COMM HOSP-l/P 



7/31/03 



$19.46 




PLEASE GIVE YOUR S^^ 

SENDING YOUR PAYMENT |N FULL BV RE^TLJrtfsl MA|L, TMANK YOLl. 



HEALTHNET OPTIONS 

'tm 



MAKE CHECK PAYABLE TO: 



MISSION PATHOLOGY MED ASSOC 

P.O BOX 7620 ' 

LAGUNA NIGUEL, CA 92607-7820 



PHONE: 



949 643-3346 



PLEASE SEE REVERSE SIDE FOR EXPLANATION OF THIS BB.L 

tlOOM '.«M1M44009B711fnt2744aST Tho 'V-M-tbMjMaMS' 



$E HABLA ESPANOL 

Alt OR- 



PUEASE WRITE VOUfl ACCOUWT: NUMBER; ON VOUR^ CHECK , 
PLEASE WAGH Alfe RETlJf^ YOL^ PAYMENT 



10/17/02 



7S4.8 



DONALD FEUER 



DATE 



cpt 



AMOUNT 



08/06/02 
OB/06/02 
10/07/02 
10/07/02 
06/10/02 
08/26/02 



88307 SURG PATH: LEVE L 

88313: iPEClAt; SJ*1M II 

849 PP0 PAYIIENT 

841 PRO OISAtLOW 

88305 — 5 U8 G "'&k T M : L E YE I IV 

88305; SURQv'RATH; LEVEL IV 



190.00 
40; 00 
77V82- 

132v?2- 
$.080.00 

525,00 




Xmm ACCOUNT HAS BEEW OUTSTAr£)IHG PGR 
•30 CHAYSr ij iMk)^ PLEASE; 
CONTACT YOUR C^IER RECCING PAYMENT 



% Weils 



16S4.46 



SE RVICES RENDERED; BY : 



WONE # : 
TAX ID: 
REFERRING PHYSICIAN: 



MISSION PATHOLOGY MED ASSOC 
P.0 BOX 7620 

LAOUKA NlfcUEl^ CA B2&07-7620 

949 943-334B 

8972048463 

K0, ANDREW &26 01 



PRIMARY INS; 
SECONDARY IW^: 



HEALTHNET OPTIONS 




Health Net' 



P.O. BtOX 10223 -. 

VAN NlJYS, CA 91410^0223 

l-800r839r2i72 

Adjustment of 



DONALD S. FEUER 
10. VIA TUNAS 

SAN CLEMENTS, CA 92 $73 -273 7 



EXPLANATION OF BENEFITS 



* THIS IS WOT A BILL * 



04-15-2003 




RA Number 
Claim Id . 
Process Date. 
RVf erence Num. ; 
Group Number : 
Subscriber Name : 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name ; i 

MISSION HOSP HAL REG MED 
Provide r_ ID z ' "' ' 



mm?™- 



COPAY^ 



07-23-02 



OUTPATIENT 



$2,520*00 



$504 .00 23 $2,01600 



$0.00 



^2/520,00 



$504.00 



$2,016 00 



$0.00 



-•■ Payment Summary — ; 
Billed : $2,520,00 



As a ileal th ttei: member, you !haye no further 
financial responsibility <f or /iSMa*' ^a$ii^ ' 



Noi^llpw^d 

Allowed 

Health Net Paid 



$504 . 00 Services we re r ende r ed by a Hea l th Ne t 



32 ,016 . 00 
$2, 016,00 



xv». 



service^ to you^ 



We are glad .'"to* be of 



Description of Nona l lowed Codes/Remarks 



23 ~ The hilled amount exceeds Health Net ^ contractual a^grreement^ 
non~ a 1 1 bvab 1 e eimbuht la not th£ reEapphaihility of the memfcer. 



Before first hospitalization 



JSI§1 



Payment (e) Issued To: 

Proyider 95-1643360 iti $2, 03t6i.OO 

2b62rMember Deductible to date $1 ,000, 00 
2002r Eamily Deductible to Date $1,322.84 
2002-Member Coinsurance to Date- $3,000*00 



Mf^tilCie Bkid; $14,614.15 



*S BE EXPtA NATION OF COOES ON REVERSE SIDE 




m9*5)RQU13£MF05*lte6t«63l6 



EXPLANATION OF BENEFITS 



Heal th Net* 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-806-639-2172 

Adjustment; of 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLSMENTE, CA 92673-2737 



* TU TS I S N O T A B I LL 



RA Number : 

Claim Id ;s _y.^ 

Process Date ; 07-08-2003 
Ref erence Num . : 
Group Number : . 
Subscriber Name: 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name : 

MISSION HOSPITAL REG MED CTR 



Provider ID 




08-02-02/08^- 10-02 INPATI ENT 
06-02-02/08- 10-02 ANCILLARY 
06-10-02 INTEREST 



$10,200.00 
$28,713.45 
$75.39 



$7,910.11 23 
$22,267.34 23 
$0.00 



$2,289.89 
$6,446.11 
$75.39 



$0.00 
$0.00 
$0,00 



$38,988.84 $30,177.45 $8, 611 .39 $0.00 

- Payment summary - " As a Health Net member, you have no . further 

Billed ; $36,988.84 financial responsibility for this claim. 

Nonallowed s. $30,177.45 Services Were rendered by a Health Net 

Allowed . ; $8; 811. 39 preferred provider; We are glad to be of 

Health Net Paid : $6,811.39 service to you. 



Description of Nonallowed Codes/Remarks 



23 - The billed amount exceeds Health Net's contractual agreement} 
nbn- allowable amount is not the responsibility of the member"; 




2002 -Member Deductible to Date .$l,OQO.'00 
2002-Pamily Deductible to Date $1,322.84 
2002 -Member Coinsurance to Date $3,000.00 



Lifetime Paid : $24, 589.37 



*SEE EXPLANATION OF CODES OH REVERSE SIDE 




HealthNet 

IFF / PPO 



Mail- P.O. RAt1<H«(tf 

1-B00-839-2172 



November 25 , 2002 



DONALD S FEUER 
10 VIA TUNAS 

S^rMEMENTS 



;CA £2 623^? 32 



SUBJECT: SDBSGRIBE3R NAME DQNft&D S. FEUER -~ v - 9915 

SIJBSGRliBER SSN r I , ~ GROUP: Siuc 

w ^ . , Dfl^KIS4 iQ£ SEHKXCE;? J)S'^05 £0 AO 2' . EA!TIEN?r DONALD MMl^ 
TOTAL CHARGE (S): $38 ,913 . 45 CLAIM i : 

PROVIDER: '^l&I&S^lON ' WmiTm REO MED CTR PCN : 
271 0Q; MJBDICM^ CENTEft IJD 

MISSION VIEdo GA 92691-6426 (949)364-1400 



We .<aise in cefeeipe of the claim identif ied a;be#ev P&jea'iS.e note^ ttia^ 
1:h^e^^ili-be a delay in fche £r<^e£sl^ this claiiti /as i-t^fei^irjei/i 

.Receipt of medic a 1 .. "recorder. . 

We- will keep you inf ormed at regular intervals: of the status of your 
^s^ ^e will also: inform you When a det^eotiinafexoii been triage. 

If you have any questions; or concern; please <:ontacrfc Health l^efe 



piarims ^^pai^ent 



f18U5(lVQj) 



Charges for first hospitalization for 8 days 




Health Net* 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 

Adjustment of 2003037-CK7-068 



DONALD S. P1UER 
10 VIA TUNAS 

SAN CLEMENTS, CA 92673-12737 



EXPLANATION OF BENEFITS 



* THIS IS NOT A BILL ♦ 



04-08-2003 



RA Number 
Claim Id 
Process Date- 
Reference Num.. : 
Group Number : ... . 

Subscriber . Name t 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name : 

BRISTOL PAPJC PF rkTr,ar r5Drrtm 
Provider ID : ... 



f;R©M/tHfWJU«H & 



;BILMD. ■ 
AMOUNT 



• NONALLOWEO 
•AMOUNT/CODE* 



ALLOWED. 
amoOni 



COPAV 

AMOUNT-? 



12-10-02 
12-10-02 



PROFSERVICE 
INTEREST 



$0 



,00 
58 



$21 . 00 23 
$0.00 



$63.00 
$0.58 



$20.00 
$0.00 



$84.58 $21:00 $63.58 $20.00 

- payment summary - " Tne member' s responsibility in for 520.00 " ~ 

Billed : $84.58 payabije tP BRISTOL PARK MEDICAL GROUP INC . 

No nail owed : $21 00 Services were rendered hy a Bealtli .Net 

Allowed : . $63. '58 preferred provider;. We are glad to be of 

Member Vs Responsibility; service to you ; 

Copayment : $20.00 

Health Net Paid : • - $43.58 



Description of Nona! lowed Code s/Remar Ks 



te billed amount exceeds Health Net'rs contractual agreement, 
jftph- allowable amount is not -tii^^^esp^liirlb/iCl^jfe 6f''tie:%GB36et. 



Remarks: * INTEREST, PAID AMOUNT REPRESENTS 

15*% PERVAaWUMv AS INTEREST PARENT 

TO COMPLY WI TH TBB PROMPT PAYMENT LEG! SLAT ION . 



Continious care 



Payment ( s) Issued 



2002-K ber Deduct 
2002-Fi Hy Deduct 
2002 -Me ix Coinsu 



•SEE EXPLANATION OF CODES OM REVERSE SIDE 



EXPLANATION OF BENEFITS 



iPP/BFO 

P.O. BOX 10223 

VAN NUYS/ CA 91410-0223 

1-800-839-2172 

Adjustment of 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTS, CA 92673-2737 



* T HIS IS NOT A BILL * 



1 
c 



RA Number 
Claim Id 
Process Date : 
Reference Num. : 
Group Number : 
Subscriber Name : 

DONALD S FEUER 
Patient Name : 

DONALD 5 EEUER 
Provide* Name : 

BRISTOL PARK f^OICAL GROUP 
Pfeoy&def ID : 



INC 



VNONAtinWCD ' 
■ AMOAjM^gODP! ■ % 



07-29>02 

07-29-02 
07-29-02 
07-29-62 
07-29-02 



PR0FSERVIGE 

PATHOLOGY 
PATHOLOGY 
RADIOLOGY 
INTEREST 



$349.00 

$10.00 
$18. 00 
$65.00 
$14.07 



$86.35 23 
$59,50 19 
$6.00 23 
$450 23 
$21 . 66 23 
$0.00 



$203 . 15 

$4.00 
$;i3.50 
$43,34 
$14.07 



$20.00 

$0.00 
$0.00 
$0. 00 
$0.00 



$456.07 



$178.01 



$27.8 . 06 



$20.00 



' - Payment Summary - 
Billed ; $456.07 

«onallbwed : $178.01 

Allowed : $278.06 

Member's Responsibility 

Oeductible : $60 .84 

Gopayment ; $20 .00 

Health Net Paid t $ 197 .22 



The member's responsibility is for $80.34 
payable to BRISTOL PARK: MEDICAL GROUP INC. 
Services were rendered by a Health Net 
preferred provider. We are glad to be of 
service to you; 



Description of Nonal lowed Codes/Remarks 



23 - The billed amount exceeds Health Net's contractual agreement, ~ 
non^allowable amount is not the responsibility of the member . 

19 - Office- 'visit re- coded to match the diagnosis billed. Charges reduced, 
please do not bill the member. .>.,.....,.... 




*a tivB> 



'SEE EXPUMAflON OF COOES ON ftEVfESiSt 8I0E 



mmntmutsmMsm »sm» 



EXPLANATION OF BENEFITS 



Health Net* 



IF P/ PP O 

P.O. BOX 10223 

VAN NUYSy CA 91410-0223 

1^800-839-2172 



DONALD FEUER 
10 VIA TUNAS 

SAN CLEMENTE; CA 92673-2737 



* T HIS I S WOT A BILL * 



04-15-2003 



RA Number 
Claim Id 
Procdss Date 
Reference Num. ; 
Group Number •: 
Subscriber Name : 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider' Name. : 

SAN CLEMENTE HOSP & MED CTR 
Provider ID : 



NONAUOWEb 

amount/code* 



Allowed 

AMOUNT, 



^copaV > 

AWOUHT 



09-07-02/09-12-02 INPATIENT $7,500, 
09-07-02/09-12-02 ANCILLARY $25/272; 



00 $6,533.11 23 
73 $22,014:62 23 



$966, 89 
$3,258.11 



$ 0 . 00 
$0. 00 



$32 , 772, 73 $28,547.73 $4, 225 .00 $0.00 

- Payment summary - as a Health Ne:t member, you have no further 

Billed i $32/772>73 fin&hc^ 

Nona! lowed $26,547 73 Services were reiukr^d by a Iteiltii Net 

Allowed ; $4,225.00 preferred provider. We are gl ad to be of 

Health Net Paid ; $4,225*00 service to you. 



Description oi Nona 11 owed Codes/Remarks 

23 - The billed amount; exceeds Health Nefe' s contractual agreement/ 
non-allowable amount is ript t&e res^ the member. 



Paymentf 
Provia 

2002 -Hem 
2002-Fam 
2 002 -Herri 





hh mm* 



*SEE EXf LAWATVON OF COOES OH REVERSE SIDE 

Ml94tK0ime54PO$2lft66IO«5tt 




Health Net 1 



P.O, BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 

Adjustment o£ 



DONALD; , S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



♦ THIS IS NOT A BILL *' 



< 



04-1S-20G3 

R00113254 

92080A 



RA Number : 
Claim Id ■: 

Reference Num. 
Group Number 
Subscriber Name : 
3>ONftiaK S FEUER 

DONALD: S FEUER: 
P#o^id«r::-Nam% ..■'■!■ .. 




r 1 • -NONALtOWEO . ^^I^AOjOW^U. - , O0fAYr T ' ;; , ; 



09-07-02 



ERPHYSICIAN 



§285 . 5$: 23 



;$ 177 . 64 



00 



$463.20 'f^s^se? ;3*7f.j54; $0.00 

- Baymen'fc Summary .". . The wento-fcc-^ £o*.yf3&.;S3. 

Billed:. " j,,;,- ^463-^20; paya&lej ^ E^RGE^ " 
^£&llf6ifed $285 . 56 -Se^rvEraes: }w^^ 

.V . $35 .53 

'B¥*S^h ;; 'Ner- ; iai;d ^ $142.11 



! : -pe^cri|>fcioiit of ■ ^ona^lowed ^odes^R^ajrtts; • ' 

TOn^^lowiabl*; amount Is not^£he= ir^jj^hBii^ 




«tl»IM*MllUS4MSZlM6M«Sl«: 



'lOtii Mi MM t.-j AO *X ItftlMi* OOtWMttl 



MAKE CHECK PAYAEL= 10. 



STATEMENT 



M IS $ I ON P ATHOLOO V MED ASSOC 
P,0*. BOX 7620 

tAGUNA NIQUEl, CA 62607-7620 



OFFICE HOURS: SON. THRU FM. 10:506] AM TO 3:00 PH 
PHONE #: 948 643-3346 



)F PAYING BY MASTERGARO OR VSA, 
HQ.. OUT BEtOW 



u5»«c;for 

OIUUEIIT 




irtBA-^^ff. 








" £**". CATS.'- 

T 


871*70* 




iaos;o6 


STATBWJHTO*Tre 


ACCOUNT 


PAYTHl&AIIOUWr 




0000034333 »«»*AUTO»* 3- DIGIT 926 

ll.l...,l.l.ll..l...l..ll...l.ll,..l..il.l...l.Mllll.....ll.l 

' ... 

DONALD FEUER 

1.0 VIA TUNAS . ■. ... 

SAN^CLEMEHTfi CA 82873-2737 



IllllllllllllllllllullllllltlllllllltllUllllll Ml 

13669783 
MISSION PATNOLOOV MED iSSOC 
P.Ov BOX 7620 , , 

LAiGUkrNiOUEi^ 



Plow* oh*c1t box H obovfj oc)dri)5S ** jftaonoct or lnw»*TKC 



PUA&E WRITS. YOU* ACCOUNT NUMB£ft ON YOUR CHECK 

mA^ 0CTA^ 



8/10/02 



13009763 



794. B 



DONALD FEUER 



CPS 



DESCRIPTION 



08/06/02 
08/06/02 
08/10/02 
08/26/02 



88307 SUSOPMH: LEVEL V 

88313 ^PECi*L STS1N i3RR l i 

88305x SURO PATHtLEVEt J* 

88305 SURG PATH : LEVEL 1 V 



190*00 
, 40*00! 
I.OSO.OO 

525^00 



YOUR ACCOUNT HAS BEO^ OUTSTANDING F£W 
30 DAYS- IF INSURANCE WAS BILLED, PLEASE 
CONTACT VOUR CARRIER REOARDING PAYMENT 
OR REMIT YOUR PAYMENT BY RETUHN MAIL. 




SERVICES REfOERED BY; 



MISSION PATHOLOOY MED ASSOC 
P. O. *OX 7820 

LACUNA NICy EL, CA «607-7e2O 



PRIMARY INS ; NEALTWET SILICT POS 
SECONDARY INS; 



PHONE i-i' 
TAX IL 

RIFERRlNfr PHYSICIAN: :1ft, ANDREW M08t 



' BfliStOl PABKlMeDjCAL GROUP, »NC, 
2501 : S. PUililfoAN ST 
SANTf^ AKlA, 92705 



FOR BILUNG aUESTIGNSi CALL: 94$r437.,?470. 



ADDRESSEE: 



ii« i m . .1 . 1 < 1 1 . . i >. . t..:i I . . . hi . I • . I i>J. r. I .. « i hi: ii. i 

DONAU*S FEiifeft •"■ " ' 

10 VIA TUNAS 

SAN CLEMENTE. GA 92673^2737 



fc^^r^'f^ 


@HR.' li W.0l 


CAFtDWL'VGffll 


mom 






Q!7/30/03 


PAY THIS AMOUNT 

353^4 


ACCTi 


PAGE: ^ of 5 

















II . r. I * 1 1.* i II I • . • ■ 1 . 1 > • 1 . 1 mI * I ( i . f 1 1 . i . I II l. x r« «v. 1 1 i I . . 

^<Si:^nRuti;i«lN i :st 

SANTA ANAy CA 92705 







S»0NO^IS FIRST NAME 


AlKJOKT 


QaHo/oi" 


UNVO 

T 99238 ' " iH^iigL''^iHp^'p^r'' 


ICE 909533 ilSW i^^ 43vSC 
558. 9 ' APPEL 


-10. 00 

l) 

^125 . 00 


10/10/02 
12/27/02 

;0X/¥#S3^ 






108 89CI? 

i6;:.:llC|l 
-16.11 




99222 INITIAL H0S£i±ftE CME- 


ItSE: 9i6734 life BAL= 41 
799 . 0 DONALD S KAJiDAN 


i 

280.6b 
253 . 76CR 

26.24CR 



IRS JB ? 



CtD GUARANTOR KAWE j DOMALD 3 FEUER 



f AVttEHT IB-;DPS. ;W2!7HIH ; 3:0 DAYS OF BIft$T BIIilillSG T 0ft CHARGES. 



BAI4AHCE POE 



353.S4 



w»iit)Biiiini»Biicii]in 



BRISTOL PARK MEDICAL GROUP, INC. 
25^1 S PULLMAN ST 
SANTA aKja.CA 92705 



.RETURN SERVICE REpUEST ED 

FOR BILLING QUESTIONS; CALL; 949-437-9470 



ADDRESSEE: 



IUMHl,|,lluln,l.<l!M.l.tlMj,l|l,hM)M.IIII.MM|t.| 

DONALD S FEUER 
10 VIA TUNAS 

S AN C L£ M ENTE , C A 92673-2737 



IE B Y W3TB RCAfl P W VlS^ PI U 0 UT BBJW-i 



GKEC*CARD USIK'G FOR FAYHeMT 

Ss§n : a filPpa 



CMC uuwteR 



07/30/.Q3, 



3 S3 .84 



P AGE: 3 of 5 



ACCT. # 



SHOW AMOUNT o 
PA© HERE * 



REMIT TO: 



ftL..IJtalll...JJ^^ 

BRISTOL PARK MEDICAL GROUP, INC. 
2 50 T S » PULLMAN ST 
SANTA ANA, CA 92705 



308 53 ? KMOOLS 27 



0 



Row© check bo* 41 eddtcss te^tccwreci or tosumnes 
misrTT^bn hM chartqet) t ■ wmj ihtf teat e crvanoe is) on fevers^ s*Jb. 



STATEMENT e /isf. ■ ta c h ' a n ftciu ftj^'7x?pf p£ aiio *i * wi fr yqu^ ;pa Vm fi^^' 



DATE 



04/10/03 



07/02' 



04/10/03 
08/09/02 

' oi 



RVS CODS 



DESCRIPTION 



DIAGNOSIS FIRST NAME PHYSICIAN. 



(3*J^&E _ ^ _ ^ _ ^::|iA&r 26^2^ 
■ SUBSE§UENT ; - :HGSRl-T&- CARS ";7«£^ KARpAN 



INSURANCE DENIED, REQUESTING ADDITIONAi; INfSEMftliON- "FRO^E 

toNVOICl 942649 ' 1HV«= M.;0( 



99232 SUBSEQUENT^ CARE $09 .ft .'. ■I30WAT-.13 S 



PPO PAYMENT 

INSLT^CE DENIED:,. REQUESTING ADDITIONAL INFORMATION -FROM 

(INVO.ICB 942722 I-NV BAL= 96.0C 



99232 ^SUBS1®IJENT '^SPITMj_ :CARE' {789.0 DONALD S 
?PP0 PA¥M3HT» / ... 



PATIENT ^^ME^^^it..;iEN: 



RP&DAN 



AMOUNT 



?26?;24 



9S.00 

;pat 



96.00 



0.00 

, PAT 



•9:6;vq : C 
83.0 OCR 

13.6'OCR 



IBS 10: 95 -,265^50" 



GXD OOMtAHTOR NAME: DONALD S- FBURR 



IMPORTANT MESSAGE REGARDING YOOR ACCOUNT 



PAYKENT IS DUB WITHIN 30 DAYS OF FIRST BILLING TOR CHARGES. 



BALANCE DOE 



353.84 



ItUDHIIimilDISOHUDnQl 



BRISTOL PARK MEDICAL GROUP. INC. 
2501 S, PULLMAN ST 
SANTA ANA; CA 92705 



RETURN SERVICE REQUESTED 

FOR BILLING QUESTIONS, CALL: 949-437-9470 



ADDRESSEE: 



II 1 |„„I.I,II„I 1 mImIIu,I,II.„I..II 1 I,uIm.IIIIum,II,I 
DONALD S FEUER 
10 VIA TUNAS 

SAN CLEMENTEi CA 92673-2737 





'CHfcStfGARfc M®H*Gi fCB PAYMENT 


GAHE-NUM8ER 


AMOuvr 




EXP.OffTf 


c STATEMENT DAJ6 
07/30/03 


f At THIS AMOUWT' 

353 ; jB4 


906701 


PAGE; 4 of 5 


5«CWAWOUNT * 
PAID HERE % 



REMIT TO: 



II.I,.,I,II.,.IIIm..!,I..I.I„I,I,...II.,.IIIIm„..II.I,.II 
BRISTOL PARK MEDICAL GROUP, JNC. 

250V S. 'PULLMAN iST 
SANTA ANA. CA 92705 



30853 * 1 0100165100082? 



□ Ptease ctecfc box:ir «d(t(«t> Is'tftcorrect 6f tosworico „ . ^. 



DATE 



02/10/03 



08/29/02 



08/29/02 
08/29/02 

w 37 O S 2 S3 Eff 

>F-' i" ' 



RVS CODE DESCRIPTION 



DiAOHOSIS^ FIRST NAME W*SiClAH 



byjnsurance. 



99213 PEFieE/COTPATIENT VISIT, 1,;4 DONALD S STQECKER 

3:64. 15: !S - .C^OJ^CT^^^ .B^^pi: VE 5*7.1. .4; DONALD jS : ST0E;C^R: 
.] f* ' PPO PAYMENT ' "7 4,.;; i. 

. -(INVOICE 1NV RAL= •lSv' 

;^23^~'-S.I^"e^^; ' 780 DONALD S ""^ TR1NH 



pATiEKnr 



IN 



AMOUNT 



20.0 OCR 



84 . 00 
18.00 
68 i 50CR 

90t> 
33.00bR 



;iRS ^0; 95-2653450 

"G*D-;:i3'0¥*Cii. 



GXD GUARANTOR HAMB: DONALD S FEUER 



IMPORTANT MBS SAGS REGARDING TOUR ACCOTJHT 



?AYMENT IS .DUE WITHIN 30, DAYS OF £IRST ; BILLING FOR CHARGES 



&&LAKC& DUE 



353 .64 



tlUlMflBlfliBUIiyililBnBfil 



BRISTOL PARK MEDICAL GROUP. INC. 
2501 S. PULLMAN ST '* 
SANTA ANA; CA 92705) 



Hi! 

dqr&ldvs mjm 

tO^VtA TUNAS 

SAN CLEM ENTE , GA 9 26 73- 273 7 



TAMgLMT. 



CJO>iATURE 



|E*P. DATE 



^StATEUEMT DATE 
07/30/03 



353-84 



PAGE: 5 of 5 



•ACCT.4 



SMOWAKOUNT 
PAID HERE ; 



REMIT TO: 



lillM.ll^lM.illl.MlllulllliUriO 

BSfSTdt PARK MEDlGAlI 6 
SANTA ANA, CA 32705 



; W53^1 0«>Qt55f!Xia827 



s 



BATE 



RVS CODE 



DESCRXPTION 



DIAGNOSIS MKST HAMB PHySXCT*JT 



AMOUNT; 



13.00 



CO 






litilfll! 








IP 






■4?' 














IS 






'"K ■'. 


><*,;-?/ : ■ • 









0H> guarantor make I do^^ald s "wmm 



IMPORTANT MESSAGE REGARDING YOUR ACCOCHT 



PAYMENT IS DTIE WXTHSN M£0 DAYS OF EIRS^ 3I^I^NG f^R CHARGES . 



BALAMCE CITE 



353.84 



MlllEBfBinBUtllllWmiHIl 




Health Net* 



if p / IP o 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTS, CA 92673-2737 



EXf>LANATIbN OF BENEFITS 



* TBI S IS NOT A BILL 



RA Nunber : 1 

Claim Id ; 
Process Date : 04-15-2003 
Reference Num. : ; 
Group thiinber .: y 
Subscriber Name: 
DONALD S FEUER 

Patient Name •: 

DONALD S FEUER 
Provider Name 

MI SSI ON HOSPITAL REG MED GTH 
Provider ID Y * 



8ILUED \ %% ;;NONALtOWED 



4 W-* ■ 



08-26-02 



OUTPATIENT 



$3,334.24 



56 23 $2,500.68 



$0.00 



$3,334.24 



$833 . 56 



$2,500.68 



$0.00 



fayment summary The member' s responsibility is for SSuo. 14 

Billed : $3,334.24 payable to MISSION HOSPITAL REG WED CTR. 

Nona 1 lowed : $833 .5.6 Services were rendered by a Health Net 

Allowed : $24500.68 preferred provider . We are glad to be of 

Member's Responsibility , service to you . 

Coinsurance •' $506.14 

Health Net Paid s $2 , 000 .54 



Description of Nona 1 lowed Codes/Remarks 



23 - The billed amount exceeds Health Net's contractual agreement^" 
non- a 1 1 owab le amount is not the r e spons ibi 11 t y of the member . 




Payment! b) Issued To: 

Provider • $2,000.54 

2 002 -Member Deduct ibi to Date $1 ,000. 00 

2Q02-Famlly Deduct lb,' to Date $1,322.84 

2002 -Member Coirisuri e to Date $2, 812 .46. 



Lifetime Paid! $ 6,027 .47 



•SEE EXPi^MATK)NOF GO DES OH REVERSE SlOE 





Health Net' 



IF P7 PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER. 
10 VIA TUHAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



♦ THIS IS MOT A BILL * 



RA Number : 

Claim Id : . 

Proceee Date : 12-Q2-20O3 

Subscriber ID t 

Group Number : . 

Subscriber Name: 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name : 

PETER M R0THEN??RG, 
Provider ID 



MP 



09-10-02 
09-11-02 
09-12-02 
09-12-02 



PROFSERVICE S250.00 

PROFSERVICE 5125 ,00 

PROFSERVICE $175.00 

INTEREST $0.98 



$226.68 .23 
$43.01 23 
$77.15 23 
$0.00 



$23.32 
$81.99 
$97.85 
$0. 98 



$0.00 
$0.00 
$0.00 
$0.00 



$550.98 



$346.84 



$204 . 14 



$0,00 



Ae a Health Net member, you have no further 
financial responsibility for. this claim . 
Services were rendered by .a Health Net ', ,. 
preferred provider.. We are. glad to -be: 6£ 
eery ice to you, - t — 



- Payment S\unmary - , " 
Billed : 3550.98 

Nona! lowed : $346. 84 

Allowed j $204.14 

Previously Paid : $179.84 
Health Net Paid : $24. 30 



Description of Nonal lowed CodeB/RemarkB 

23 - The billed amount ©xceeds ilealth Net's contractual agreement; 
non-allowable amount i£ :ho.t the responsibility of the member. 



Billing during second hospitalization 




■ ;■; III . i>- : \i: : ^^ ' : ■ ■ : i :f -i;-!; ■■ ' ^-l = i ' V S^ : fit ' ^|| : .|| ■ - i:| : ■/■ "l^^lll ; 




- : f & ■■ ; if.--- i '.'7 ii|; : ;■■ P ■ : . V ; 







Remark 



; SEE EXPU^D^N O^ CftDESOM REVERSE SIDE 





Health Ner 



I PP / P P o 

P . O, BOX 10223 

VAN NUYS, OA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



♦ T HI S IS NOT X BILL * 



RA Number 
Claim Id 
'Process Date 
Reference Num. 
Group Number 
Subscriber Name: 

©OtWpi S FBUBR 
Patient: Name : 

DONALD S FEUER 
Provider Name : 

JUSTIN H EKUAN, 
Provider ID : 



06-03-2003 

pp- — - 

c 



08-10-02 
08-10-02 



PATHOLOGY 
INTEREST 



$1,050.00 
$0.41 



$540.36 23 
$0.00 



$509.64 
$0.41 



$0.00 
$0.00 



$1,050.41 



$540v36 



$510,05 



$0.00 



- Payment Summary - ——— 
Billed : $1*050.41 

Nonal lowed : $540.36 

Allowed : $510.05 

Health Net Paid : ; $510.05 



As a Health Net member, you have no f urtner 
financial responsibility for this claim, 
:ServiC«B were rendered, by a Health Net. 
preferred provider.. We are glad to be of 
service to you. 



Description of Nonailowed Codes/Remarks 

23 - The billed amount exc cede Health Net' s contractual agreemerit, 
non- allowable amount is not the responsibi lity o f the member . 



Remarks: * INTEREST PAID AMOUNT REPRESENTS 

25 ;% PER ANNUM, AS INTEREST PAYMENT . 
ti*> V^Ampt v mtto <mre TittfiMPT o&^j#vw Tcg TCT tfrTm 

Hosp. 2002 (August) W- 1 ■' : ^:^m^^ : *B?&*^. - — :; : : ^Siv- : 1 :vf : A-r\ : . ^ ■ 



SEE EXPLANATION OF COOES ON REVERSE SIDE 




M M3S<ft»MlSIS4P0$aMU*»Ma» 



EXPLANATION OF BENEFITS 



I FP/ PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-273? 



* THIS I S MOT A B XL L • 



RA Number : < 

Claim Id : L*~r..- 

Proc«6s Date 07-15-2003 
Reference Num. : 
Group Number : v 
Subscriber Naae : 

DONALD S EEUKR 
Patient 'Name : 

DONALD "S FEUER 
Provider Nana : 

LABORATORY CORP OF »- "^HA-S . C 



tmn ___ P-rovi'der ID ';" t * " < _ m _ n '. 



10-02-02 
10-02-02 
10-02-02 
10-02-02 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 



$97.21 
$31.43 
$23.85 
$16.11 



$97.21 20 

$31.43 20 

$23.85 20 

$16.11 20 



$0.00 
$0.00 
$0.00 
$0.00 



$0.00 
$0.00 
$0.00 
$0.00 



$168.60 



$168.60 



$0.00 



$0.00 



- Payment Summary 
Billed : 
NonaTlowed 
Allowed : 



As a Health Net member, you have no further 
1168.60 financial responsibility ;for tbis claim; 
;168;; 60 Services were rendered by a Heall^' Net 
: ' $Q. QO preferred; provider . We are glad to be of 

service _to you. ,, , 



' Description of Nona 11 owed Codes/Remarks 

2U - see the Remarks section. 



Continued care October 2002 
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*S£E EXPLANATION OF CODES OH REVERSE SIDE 



m 



m7734*t«UJlMP0S5n»O554* 




Health Net 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

l-800-839-2i72 



DONALD S. FEUER 
10 VIA TUNAS 

SAN ClJWENti, CA 02673-2737 



EXPLANATION OF BENEFITS 



*■ THIS IS HOT A BILL * 



RA Number : 

Claim Id ; t,4^i*yy. w<*. 

Process Bate 07-03-2003 

Jtefereiicje Num. r 

Croup Ninriber : 

Subscriber Name ; 

Patient frame 

DONALD S FEVER 
Provider Name i 

LABORATORY CORP OF AMERICA-S O 
Provider ID 



it 



10-02-02 
10-02-02 
10-02-02 
10-02-02 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 



$97.21 
$31.43 
$23.65 
$16.11 



$97.21 20 

$31.43 20 

$23 .85 20 

$16.11 20 



$0.00 
$0.00 
$0.00 
$6,00 



$0.00 
$0.00 
$0.00 
$6.00 



$168.60 $168. 60 $0.00 $0.00 

- Payment Summary - " — Ae a Health Net member, you have no further 

Billed : $168. 60' financial reBponeibility for this claim. 

Nonal lowed : $168 . 60 Services were rendered by a Health Net 

Allowed : $0.00 preferred provider. We are glad to be of 

..... _ . »ervice^.tiD ..you .. . 



Description of Nonai lowed Codes/Remarks 
20 - See the Remarks Section. ~ '~ " ~* 



Continued Care October 2002 



















*SEE EXPLANATION . OF CODES OH REVERSE SIDE 





Health Net 



I FP /tPO 
P.O. BOX 10223 

NUYS , CA 91410-0223 
1-800-839-2172 



DONALD S . FEUER 
10 VIA TUNAS 

SAN CLEMENTE , CA 92673-2737 



EXPLANATION OF BENEFITS 



* THIS IS NOT A BILL * 



11-12-2002 



RA Number 
Claim Id 
.Process Date 
Subscriber ID t 

Croup Number : „. 

Subscriber Name: 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name s 

JERREE A STROH, M.D. 
Provider ID ; 



BILLED 




23i 



09-11-02 
09-11-02 



PATHOLOGY 
PATHOLOGY 



$7.50 
$5.25 



$2.25 23 
$3.49 23 



$5.25 
$1. 76 



$0.00 
$0.00 



$12.75 



$5.74 



$7.6l 



$0.00 



- Payment Summary - 
Billed ' ' " ■* • $12.75 
Nona! lowed -. $5.74 

Allowed $7.01 
Member •* Re sponsibillty 
— J3ei*ieiHPe«<5«^— ^ — - — - — ^-$4-.-4d- 
Health Net Paid : $5.61 



The member ' a vlce : sp'ohi9l ; bi'l-i^y: is for $1 .40 
payable to JSRREB A STROH, M.D... 
Services were rendered by a Health -Net: 
preferred provider . We are glad, to be of 
se.rVxc'e to you . 



Description ofNona 11 owed Code a/Remarks 



'23. - The billed amount exceeds Health Net's, contractual agreement, 
non-allowable amount is not the responsibility of the member. 




'SEE EXPLANATION OF CODES ON REVERSE SIOE 





I FP / P P 0 

P.O. BOX 10223 

VAN NWS> CA 91410-0223 

1-800-839-21,72 



DONALD 8. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-273 7 



SEPVipE-bisiTBS.: Z 



' TYPE Of ' 



billed: 

AMOUNT 



EXPUNATION OF BENEFITS 



* THIS IS NOT A BILL t 



RA Number : * 

Claim I'd s v-- 

Peoceaa Date s 04^07-2003. 
Reference Nun. : 
Group Number .:. ,-~ 
Subscriber Name: 

DONALD S FEUER: 
Patient Name V 

DONALD S FEUER 
Provider Name , * . 

LABORATORY CORP OP AMBKtftA-*. 

, Provider ID ■•*,„. " ~* > ., ^ 



08-02-02 
08^02^02 



PATHOLOGY 
PATHOLOGY 



$34.82 

" "' ,15 



$0.00 
$6.45 23 



$34. 82 

$16 . 70 



$0.00 
$0.00 



$57 9=7 



$6.45 



$51 . 52 



$0.00 



^Payment Summary .- ~ The member 1 8 re spone ibi 1 l ty is tor $51;;52 

Billed : $57.97 payable ;fc6> LABORATORY CORP OF Al5ERlCA-;S .Di 

Nona 11 owed s . $6.45 Services were rendered by a Health Net 

Allowed i ; $51.52 prefer red provider. #e are glad b» pf 

Member' a Responsibility service to you. 
" ' Deductible '" " ' $51.52 



Description of Nona! lowed Code s/Remar ks 

23 - The billed amount exceeds Health Net's contractual agreement,, 
non- all owable amount ia not the respone ib i 1 i ty of the member . 



2002-1 
2002-1 
2002-1 




•SEE EXPIANATIQM OF CODES ON REVERSE SIDE 




MltfcMMll385<mSM9MMlM3 




Health Net* 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FBUER 
10 VIA TUNAS 

SAN CLBKENTE; CA 92673-2737 



EXPLANATION OF BENEFITS 



s I s 



* A BILL * 



i 04-07-2003 



RA Number 
ClaiBi: Id 
Process Date 
Reference Num. " 
Croup Number •:• 
Subscriber Name: 

DONALD S FEUBR 
Patient Name : 

DONALD S FEUER 
Provider Name :< 

MICHAEL I tSlifAMOTO, «: 'D. 
Provider ID 



BILLED 
•AMOUNT 



•••«i;-> 



08-03-02 



PATHOLOGY 



$35,00 



$25.27 23 



$9.73 



$0. 00 



$35.00 $25.27 $9.73 $0Q0 

- payment; suawvary - The member 'e reeponelbi l i ty %m for 59.73 

Billed : $35.00 payable to MICHAEL I MIYAMOTO, M.D . . 

Nona! lowed : $25. 27 Services were rendered by a Health Net 

Allowed : $9.73 preferred provider . We are glad to be of 

Member's Responsibility service to you . 

Deductible : $9.73 



Description of Non all owed Godes/RemarJcs 



23 - The billed amount exceeds Heal tlx Net's contractual agreement, 
npri-all0wat>le amount is not the re^pneibility the Jteihe^ 



Test August 2002 



IIP 



III' 



•2< 
2\ 
.2- 




WEI (MI) 



•SEE EXPLANATION OF CODES OW REVERSE SIDE 



EXPLANATION OF BENEFITS 



Health Net' 



IFP/PPO 

P.O.. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

BAN CLEMENTS, CA 92673-2737 



SErWcEsDATES^ 
FP»M^HROUCH; 



TYPE OF 
SERVICE: 



AMOUHT 



.MIS IS i 



A B I L L + 



04-08-2003 



RA Number 
Claim Id 
Process Date 
Reference Num. : 

Group Number : .... 

Subscriber Name: 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER i 
Provider: Name . : 

BRISTOL PARK MEDICAL GROUP INC 
Provider ID : 



08-27-02 
08-27-02 
08-27-02 



INJECTION 
INJECTION 
INTEREST 



$15.00 
$54. 00 
$0 96 



$9.77 23 
$38.31 23 
$0.00 • 



$5,23 
$15.69 
$0.96 



$6.00 
$0.00 
$0.00 



$69.96 



$48.08 



$21.88 



$0.00 



. - Payment Summary - 
Billed ,s $69. 96 

NOnal lowed : $48.08 

Allowed : $21.88 

Health ttet Paid : $21. 88 



As a Health Net member, you have 310 further 
financial responsibility for this claim. 
Services were rendered by a Health Net 
preferred provider. We are glad to be of 
service to you^ 



Description of Nonaliowed Codes/Remarks 



Z3 - The billed amount exceeds Health Net's contractual agreement, 
non- allowable amount is hot the responsibility of tie member . 




'SEE EXPLANATION OF COOES ON REVERSE SIDE 





Health Net' 



IPP/PPO 

P.O. BOX 16223 

VAN NUYS/ CA 91410-0223 

1-800-839-2172 

ox 2M»' • • 



DONALD S. FEUEP 
10 VIA TUNAS 

SAN CLEMENTE , CA 92673-2737 



EXPLANATION OF BENEFITS 



♦ THIS IS NO* A BILL * 



Ah Number 
Claim Id ; 
Process Date : 
Reference: Num. : 
Group Number : 
Subscriber Name: 

DONALD S FEUER 
P&tient Maine : 

DONALD S FEVER 
Provider Name : 

BRISTOL PARK » 
Provider ID : 



04-08-2003 
R0O113254 
92080A 



T CAL CFriirp INC 



SERVKE DATES' 



TYPE OF 

-•S'ERWJCf- 



BILLED 
AMOUNT 



VtK>NAlLOVVED * : 



ALLOWED 

AMOUNT;; 



A^OyNT 



08-27-02 
08-27-02 
08-27-02 
08-2?-02 
08-27-02 
08-27-02 



PREVENTIVE 

INJECTION 

INJECTION 

INJECTION 

INJECTION 

INT-KREST 



$191.00 
$40.00 
$26.00 
$53.00 
$30.00 
$10.47 



$57.17 23 
$10.00 23 

$6.50 23 
$13.25 23 

$7.50 2=3 

$0.00 



$133.83 
$30.06 
$19.50 
$39,7.5 
$22.50 
$10.47 



$20.00 
$0.00 
SO.oo 
$0.00 

$b . oo 

$0.00 



$350.47 



$94.42 



$256.05 



$20,00 



~~ - Payment summary - 
Billed : $350.47 

JSonailowed : $94.42 

Allowed : $256. 05 

Member' b Responsibility 

Copaymerit : $20.00 

Health Net Paid : $236.05 



The member's responsibility is for 520.00 
payable to BRISTOL PARK MEDICAL GROUP INC. 
Services were rendered by a Health Net 
preferred provider. We are glad to be of 
service; to you. 



Description of No rial lowed Codes/Remarks 



■23 1 ' - The billed amount exceeds Health Net' e contractual agreement, 
hon- al 1 owable amount is hot the responsibility of the member. 





'SEE EXPLANATION OF CODES ON REVERSE SIDE 




Health Ner 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, EA 91410-0223 

1-800-839-2172 

Adjustment of; 20030 H>-CH4- 041 



DONALD S . FEUBR 
10 VIA TUNAS 

SAN CLEMENTS. CA 92673-2737 



EXPLANATION OF BENEFITS 



THIS IS NOT A BILL '* 



RA Number 
Claim Id 
Process Date 
Reference Num. ; 
Group Number 
Subscriber Name s . 

DONALD S FSUER 
Patient Name : 

DONALD S FEUER 
Provider Name' :' 

JERREE A STROB, 
Provider ID •:- ' 



04-15-2003 




BILLED 



09-07-02 
09-07-02 
09-07^02 
09-08-02 
09-08-02 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
INTEREST 



$8. 

§6. 
$25. 
$10. 

$0. 



SO 
75 
00 
00 

73-- 



$4 . 98 23. 
$5.19 23 
$14.74 23 
$7.28 23 
$0 . 00 



$3. 52 
$1.56 
$10 . 26 
$2.72 
$0.73 



$0.00 
$0.00 
$0.00 
$0.00 
$0 . 00 



$50,98 



$32 .19 



$18.79 



$Q.OO 



The. member's responsibility is for $3.60 

^ayabler^O/JEIllJ^ 

Services were rendered by a Health Net 
preferred; provider. We"' : -air,e: glad to bo- o£ 
service to you. 



- Payment Summary - . . - 

Billed $50.98 

Nonal loved : $32.19 

Allowed : . $18. 79 
Member's Responsibility 

Coinsurance t $3.60 

Health Net Paid : $15 . 19 



Description ot Nonal lowed codes/Remarks 



23 - The bi ilea amounf" exceeds "Healfh" Netre~con^actual agreement, 
xion-al lovable amount is not the responsibility of the member. 



Hospital September 2002 



; : lf 



i 




•SEE OPLAKATIOM OF CODES ON REVERSE SIDE 




EXPI *■ 



" OF BENEFITS 



Health Net* 

IFP/PPO 

P.O, BOX 10223 
VAN NUYS;, CA 91410 
i-SOO-839-2172 



Adjustment of 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEKENTE, CA 92673-273? 



* THIS IS NO. 



RA .Number 
Claim Id 
Process Date 
Reference Num. 
Group Number 
Subscriber Name: 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name : 

JERRSE A STROH. M..D 
Provider ID i 



04-15- a oua 
R001U254 
92060A 



mmmmm 



09-07-02 
09-07-02 
09-07-02 
09-07-02 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 



$10.00 
$7 . 50 
$8.00 
$7.25 



$7.28 23 
$2.25 23 
$3.11 23 
$0i00 



$2.72 
$5,25 
$4.89 
$7.25 



$0.00 
$0.00 
$0.00 
$0.00 



$32.75 



$12.64 



.11 



$0.00 



The member's responsibility is for $2^95 
payable to JTERREE A STROH, W.p. >. 
Services were rendered by a Health Net 
pref erred .provider , We "are glad to be of 
-service to you. 



- Payment summary - 

Billed i $32.75 

Nonalloved : $12 64 

AlloWcid j $20.11 
Mamber's Responsibility 

Coinsurance : &2J92 

Health N*»t Paid s $17.19 



TSesc^iption ,p£ Nonallowed Codes/Remarks 



23 - me Allied amount exceeds Heaith ;l*el" a contr^ 

non- allowable amount is not the responsibility of the member; 



Hosp. Sept 2002 



?SE£ ^PLAMTION OF COOES ON REVCRSE SJD£ 




EXPLANATION OF BENEFITS 



Health Ner 



IFP /PFO 

P.O. BOX 10223 

VAN NWS, CA 91410-0223 

1-800-839-2172 



DONALD S. EEUER 
10 VIA TUNAS 

SAN CLEMBNTE, CA: 92673^2737 



* SHIS IS NOT A BILL ♦ 



RA Number : 

Claim id : 

Process Date : 04-15*2003 

Reference Num. : R> 

Croup Number : 

Subscriber Name : 

DONALD S FEUER 

Patient: Name : 

DONALD S FEUER 
Provider Name s 

JERREE A STROH, M.D. 
Provider ID 




09-08-02 
09-08-02 
09-08^02 
09-08-02 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 



$7 . 50 
$9 .50 
$11.50 
$13 .50 



$2.25 23 
$6.17 23 
$8.28 23 
$6.84 23 



$5.25 
$3.33 

$3:22 

$6.66 



$0.00 
$0. 00 
$0. 00 
$0.00 



$42 .00 



$23 . 54 



$18.46 



$0.00 



~" - -Payment Summary. - 
Billed : $42.00 

Nonallowed • $23.^54 

Allowed * : $18.46 

Health tfet Paid : $18:46 



As a Health" Net member/, you have: no further 
f inancial responsibility for .this claim. 
Services were rendered by a Health Net 
preferred .provider . We are glad to be of 

'^e^rvice-' to you-. 



I " Description of Nonallowed Codes/Remarks 

23 - The billed amount exceeds Health Net's contractual agreement, 
non- allowable amount is hot -the responsibility of the member . 



Hosp. Sept. 2002. 



11* 




mt mm 



'SEE EXPLANATION Of CODES OH REVERSE SIDE 




Health Net 



ZFP /PPO 

P.O. BOX 10223 

VAN NWS, CA 91410-0223 

1-800-839-2172 

Adjustment of 



DONALD S . FEUER 

10 VIA TUNAS 

SAN CLEMENTE,. CA 92673- 



EXPLAiNATIO»N OF BENEFITS 



* f HI S IS NOT X BILL * 



04-15-2003 



RA Number 
Claim Id 
Process Diate 
Reference Num. 
Group Number •<•. 
Subscriber Name : 

DONALD S FEUER 
Patieiit 'NeiiRe : : 

DONALD, S lElfER 
Provider Name :' 

JERREE A STROP, M . 
Provider ID •. .... 



an 



tm 



09-08-02 
09-08-02 
09-08-02 
09-08-02 



PATHOLOGY 
PATHOLOGY 
PATKOtiOCy 
PATHOLOGY 



$7.50 
$11.50 
$9 .50 
$5.75 



$4.08 23 
$8.28 23 
$6.17 23 

$3, 40 23, 



$3. 42 
$3 ,22 
$3.33 
$2.35 



$0.00 
$0.00 
$0.00 
$0.00 



$34.25 



$21.93 



$12.32 



$0.00 



As a Health Net member, you have no further 
*f inane**! responsibility for this <:i:«iiBi. 
Services were rendered by a Health Net .., 
^preferred providers We are^glad ' to be of 
: ' service; ' to you . " 



- Payment; summary ■ ■-• 
Billed I" $34i25 

NohillbWed s $21 .93 

*i lowed ; % $12.32 

Heal^ Net Pai^j : $12 . 32 



Description of Nonaiiowefl; codes^Remawcs 



23 - %he billed amount exceeds Health Net * e contractual agreement., 
non-allowable amount is not the responsibi £l€y/ *f the member. 



Hosp 


jjtal. 


Sept. 2002 
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'SEE EXPLANATTOH OF CODES ON REVERSE SIDE 




EXPLANATION OF BENEFITS 



Health Net* 



I FP / P O 

P.O. BOX 10223 

VAN NUYS,, CA 91410-6223 

1-800-639-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAM CLEMENTE, CA 92673-273? 



♦ ZH I S IS NOf A BILL * 



<RA Number 
Claim Id 
Process Date 
Reference Num 
Croup Number : «. 
Subscriber Name - 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name 
. JERREE A STRQH, 

vromtim id 



: 04-11-2003 
: I 



M.D. 



, .. BILLED 

< • y amount 




09-08-02 
09-09-02 
09-09-02 
09-09-02 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 



$7. 
$3. 
$5.. 
$10. 



,50 
00 
25 
00 



42,25 23 
$0.66 23 
$0.00 
$7.28 23 



$5.25 
$2.34 
$5.55 
$2; 72 



$0.00 
$0.00 
$0-00 
$0.00 



$25.75 



$10. 19 



$15.56 



$0.00 



- Payment Summary 
Billed : 
Nonallowed 
Allowed ': 
Health Kot Paid 



Ae a lie at th Net member > you have no further. 
$25. 75 f inane i al responeibi lity for this claim. 
$10.19 Services Were rendered by a Health Net ". 
$15.56 preferred provider. We are .glad to be of 
$15 .56 service to 'you. 



| Description of Nonallowed Codes/Remarks " ' 

' 23 the billed amount: exceeds Heaitn Net's contractual agreement, 
non- allowable amount is not the responsibility; of the member. 




'SEE EXPLANATION OF COPES ON REVERE SIDE 




Health Net* 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-639-2172 



DONALD S . FEUER 
10 VIA TUNAS 

SAN CLIMENTE , CA 92673-273? 



EXPLANATION OF BENEFIT6 



* THIS IS NO* A » ILL * 



RA Number 

Process Date 
Reference Num. 
Group Number 
Subscriber Name: 
DONALD S FEUER 

Patient Name : 
DONALD S FEUER 

Provider Name s ' 

JEBtRBB A STROH. M.D 

Provider ID : " 



04-15-2003 

p. 

« 



09-08-02 
09-6&-02 
09-08-02 
09-08-02 



PATHOLOGY 
PATHOLOGY' 
PATHOLOGY 
PATHOLOGY 



$36.25 
$5.25 

$10.00 
$5.25 



$30.92 23 

$3 .49 23 

$7.28 23 

$3.49 23 



$5.33 
$1.76 
$2.72 
$1.76 



$0.00 
$0.00 
$0. 00 

$0:00 



$56.75 $45 . 18 $11,57 $0,00 

- Payment summary - ~~ As a Heaitn Net member, you have no further 

Billed : $56.75 financial responsibility for this claim. 

Nonallovred : $45.18 Servicee were rendered by a Health Net 

Allowed : $11. 57 preferred provider. We are glad to be of 

Health Net Paid j $11 .57 service -to you. 



Description or Nonaiiowed codes/Remarks ~ 

23 - jhe billed amount exceeds Health Net' s contractual agreement, 
non- allowable amount is not the responsibility of the member. 




*S EE EXPLANATION OF CODES ON REVERSE $10* 




EXPLANATION OF BENEFITS 



Health Net" 



IPf/PJO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. EEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



* THIS IS NOT A BILL * 



RA Number : 
Claim Id : 
Process Date : 
Reference Num. : 
Group Number jt 
Subscriber Name; 

DONALD S EEUER 
Patient Name 

DONALD S FEUER 
Provider Nam© : 

JERRBE A STROH, M.D. 
Provider ID : 



04-15-2003 
R001 13254 
92080A 



SERVICE DATES. 



TYPE OF, 



BILLED 



09-09-02 
09-09-02 
09-09-02 
09-11-02 
09-11-02 



PATHOLOGY. 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
INTEREST/ 



$7. 

$5. 
?13. 
ilO. 

$0. 



50 
25 
SO 
00 
83 



$2.25 23 
$3.49 23 
$6.84 23 
$7.28 23 
$0.00 



$5.25 
$1.76 
$6 . 66 
$2.72 
$0.83 



$0.00 
$0.00 
SO. 00 
$0.00 
$0.00 



$37.08 



$19.86 



$17.22 



$0.00 



- Payment summary -> 
Billed : $37.08 

Nonalloved : $19.86 

Allowed i $17.22 

Health Net Paid : $17.22 



As a Heal tn Net member, you nave no further 
f inancial responsibility .£or.^'» claim. 
•Services;. -were :r«ndexed/.by a ^Health, Nelfc 
preferred provider . We are glad to be of 
service to you. 



Qesc riptl on o £ ttonal lowed Godes/RemarTca 

23 - The billed amount exceeds Health Net ' s contractual agreement, 
non-allowable amount is not the T$0pQn8±h%ilty-p£ the member. 




'SEE EXPLANATION OF CODES ON REVERSE SIDE 



EXPLANATION OF BENEFITS 



Health Net' 



IFP /PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



* THIS IS MOT A BILL * 



Claim Id 



04-15-2003 
ROOl 13254 
92080A 



Process Date : 
Reference Num. : 
Group Number : 
Subscriber Name:: 

DONALD S FEUER 
Patient Name r 
YX)piW S FEUER 

Provider Name : 

JERREE A STRQH, V *> 
Provider ID ■;■ - ... _. 



EC: 



09-11-02 



PATHOLOGY 



$7 . 50 



$2.25 23 



$5.25 



$0.00 



$7.50 $2.25 $5. '25 $0.00 

- Payment Summary - " Ae a Health Net member., you, have no furtlier 

Billed : $7^50 financial responsibility for this! claim, 

Nonal lowed : $2 .25 Services were rendered by a Health Net 

Allowed : $5 . 25 ,feig6vt.cl«'ife. • We are glad ' to be> o>£ ; 

Health Net Paid : $5 . 25 service to you ; 



Description of Nona 11 owed Codes/Remarks 

23 - Tbe billed amount exceeds Heal tb Net's contractual agreement, 
non-allowable amount is not the responsibility of the member. 




200 
200 
200 




-SEE EXPL£ MATK)W OF CODES ON REVERSE SJ0E 



EXPLANATION OF BENEFITS 



Health Net* 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS> CA 91410-0223 

1-800-839-2172 



DONALD £. FBUBR 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



~- A BILL * 



RA Number ■; 

Claim Id : 

Process Sate i 04-15-2003 

Reference Num. .: 

Group Number : 

Subscriber Name: 

DONALD S CEUER 
Patient Name ' 

DONALD S FEUER 
Provider Name :■ 

CRAIG B MIZES, M.D. 
-ffrovidei- IB . ; ; " 



09-07-02 
09-08-02 
09-09-02 



ERPHYSlClAN $22000 
PR0FSERVICE $125.00 
PROFSERV1CE $©0.00 



$131. 49 23 
$73.22 23 
$48.50 23 



$88.51 
$51.78 
$31.50 



$0. 00 
$0.00 

$6.bo 



$425. 00 



$253.21 



$171 . 79 



$0.00 



- Payment Summary - 
Billed : $425.00 

Nonallowed : $253 .21 

Allowed : $171.79 

Member * b Responsibili ty. 

Coinsurance ' : $34. 36 

Health Net Paid : $137.43 



The member' s responsibility is for $34. 36 
payable to CRAIG B MI ZES, M.D . . 
Services were rendered by a Health Net 
preferred provide^; We are glaiil to be of 
service to you . 



Description of Nonallowed diodes/Remarks 



23 - Tne bineo amount exceeds Health Net's contractual agreement, 
non-allowable amount is not the reeponslbi li ty of the member. 



Hosp. Sept. 2002 



Pa 



2C 
2€ 




at imrm 



'SEE EXPLANATION OF CODES ON REVERSE SIDE 




Health Ner 



IPP/PPQ 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 

Adjustment of 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTS, CA 92673-2737 



EXPLANATION OF BENEFITS 



♦ THIS IS NOT ft BILL * 



RA Number 
Claim Id ; 
Process Date :• 
Reference Num. : ~ 
Group Number ■.. 
Subscriber Name; 

DONALD S FEUER 

Patient Name : 
DONALD S FEUER 

Provider Name t- 
OM P CHAURASIA, 

Provider ID 



04-15-2003 



M.D. , INC. 




09-08-02 
09-09-02 
09-10-02 



PROFSERVICE $350.00 
PROFSERVICE $160 . 00 

PROFSERVICE $110. 00 



$187.89 23 
$94.41 23 
$63.97 23 



$162.11 
$65.59 
$46.03 



$0.00 
$0.00 
$0.00 



$620.00 



$346,27 



$273.73 



$0.00 



- Payment Summary - 
Billed : $620.00 

Nona 11 owed : $346.27 

Avowed : $273 , 73 

Health Net Paid .* $273.73 



As a Health Net member, you have no further 
f inancial re sponsi b i li ty for, this claim. 
S ervices were rendered by a Heal th Net 
preferred provider. We ar& glad to be of 
service to :ybu/ 



Description pt No nail owed Codes/ Remarks 



23 «- The billed amount exceeds Health Net's contractual agreement 
non-allowable amount is not the responsibility of the member. 




'SEE EXPIAHATIOM OF COOES ON REVERSE SIDE 





Health Net* 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS ; CA 9 1410-0223 

1-800-839-2172 

Adjustment of 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



* THIS IS NOT A BILL * 



04-15-2003 



RA Number 
Claim Id 
Process Date 
Reference Num. 
Croup Number ; * 
Subscriber Name; 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name : 

MICHAEL I MIYAMOTO, M.'D . 
Provider ID ; 95-2794408AI 



billed; 

AMOUNT 



08-03-02 
08-03-02: 
08-03-02 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY 



$126. 
$72. 
$24. 



00 
00 
00 



$74.14 23 
$50.53 23 
$19 ; 74 23 



$51.86 
$21.47 
$4.26 



$0.00 
$0 . 00 
$0 .00 



$222.00 



$144.41 



$77.59 



$0.00 



As a Health Net member, you nave no further 
financial responsibility 'for this claim. 
Services were rendered by a Health Net 
preferred provider ; We are glad to be of 
service to you . 



- Payment Summary - 
Billed : $222.00 

Nonal lowed : $144.41 

Allowed : $77. 59 

Health Net Paid : $77.59 



Description of Nonal lowed Codes/Remarxs 



23 - The on led amount exceeds Health Net's contractual agreement; 
non- allowable amount is hot the responsibility of the member. 



Payment 
Provii 

2 002 -Mei 
2002 -Fai 
2002-Mei 




'SEE EXPLANATION OF CODES ON REVERSE SIDE 




«!19<WaMllU2S<WtS21WM*«3U 



EXPLANATION OF BENEFITS 



Health Net* 



IFP/FPO 

P.O. BOX 10223 

VAN NUYS, GA 91410-0223 

1-800-839-2172 

Ad j v "roe"' ' 



DONALD Si SEWER 
10 VIA TUNAS 
SAN CLEMEKTB, CA 



92673-2737 



> THIS IS HOT ft. BILL 



4 

04-15-2003 



RA Number 
Claim Id 
Process Date 
Reference Mum. : 

6<N)Uf> .Stapler-; : ; 
Subsc ; ril)er Mame: 

DQNAtfi S FEWER 

Pat ierit Name * 

WfM& S FEIJER 
Provider Name : 

0EE14N R SEOCUM, W:D^ 
Provider ID : f ~ 



09-08-02 
09^08^02 
09-08-02 



RADIOLOGY 
RADIOLOGY 
RADIOLOGY 



$52/00 
$199 -00 
$105 . 06 



$34.93 23 
$134.60 23 
$46 07 23 



$17; 07 
$64.40 
$58.93 



$0,00 
$0/00 
$0.00 



$356.00 



$215:60 



$140.40 



$0.00 



- Payment Stunmary " 

Billed i $356y 00 

Nona! lowed : $215*60 

Allowed t $140;4Q 

Health Net Paid ;' $i40> 40 



As a Health Net member, you have no further 
f inaric&al, respons ibi 1 *il£y? ;3td'r tbiJ» cla ini^ 
Services were rendered by a Health Net 
preferred provider . We> are glad to be of 
service to you. 



Description ot Nonai lowed codes/RemarKs 



23 - The hilled amount exceeds Heaia Met^e; contractual agreement, 
non-kriowable amount lis nipt the ri sponsibi 1 ity of the member . 



Payment (el Issued To: 

Provider 95-2662029 R $140,;40 

2002-Meinber Deductible to Date^ $1,000 00 
2002-Family Deductible to Date $1,322 .84 

2 002 -Member Coinsurance to Date $3,000.00 



Lifetime Paid: $livl48^?6p 




EXPLANATION OF BENEFITS 



Health Ner 



I FP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTS, CA 92673-2737 



*• THI S IS NO* A B ILL * 



.:: 2003 



RA Number 
Claim Id 
Process Date 
Reference Num. : ^i... 
Group Number : 
Subscriber Name: 

DONALD S FEUER 
Patient Name " 
DONALD: S FEUER 
Provider .Name . r 

PATHOfcQGY CONSULTANTS MEDICAL 
Provider ID . : 91-.1879977. K 




09-11-02 
09-11-02 



PATHOLOGY 
PATHOLOGY 



$667. SO 
$45.00 



$339.90 24 
$3.00 24 



.60 
$42.00 



$0.00 
$0 . 00 



$712 . SO 



$342 ;90, 



$369.60 



$Ok 00 



- Payment Summary . ' 

Billed ■ --: ■ •' $712.50 

Nona if lowed- : $342 . 90 

Allowed : $369:60 

Health Net Paid $369. 60 



As a Health Net member;; you have no further 
financial responsibi lity or Hfchlis ■e^s^m 
■Service's. iweirie: ■r^ende"r^d : by'?a:;'Heal" : 1^-'-Net . 
preferred provider. We are glad to be of 
service to you. 



Inscription of Jtonaii oi^^|ipdea^Remai*s 



24 - Nonr al Low able .amount is not. the responsibility of the member. See Remarks 



Fayinehtf »;V. Xssueii :Tb.:: . ..... 

Provider 91-1879977 K 

2002 -Member Deductible to Date $1,000. 00 

2002-Family Deductible to Date 51,322. 84 

2002 -Member Coinsurance to Date $3 ,000 . 00 



Lifetime Paid: $12,046.07 




EX?\&HWy0H Of CODES ON, R€VERSi SIDE 



EXPLANATION OF BENEFITS 



Health Net 



P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 

Adjustment of 2003010-CH4-052 



DONALD S . FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



* THIS IS NOT A BliL * 



04-15-2003 




m 



BILLED 



RA Number 
Claim Id 
Process Date 
Reference Num. 
Group Number ; < 
Subset iber Name : 
DONALD S" FEUER 

Patient Name :. 

' DONALD . S FEUER 
Provider Name : 

PETER M ROTHENBERG, M.D 
Provider ID 



09-10*02 
09-11-02 
09-12-02 



PROFSERVICE 
PROFSERVICE 
PROFSERVICE 



$250,00 
$125.00 
$175.00 



$250.00 49 
$43.01 23 
$77.15 23 



$0.00 
$81,99 
$97. 85 



$0.00 

$0.00 
$6.00 



$550.00 



$370>16 



$179.84 



$0.00 



- Payment Summary - 
Billed : " 

Nonalloved ■; $370.16 

Allowed : $179. 84 

Health Net Paid : $179 . 84 



" ' As a Health Net member, you Have no further 
$550.00 financial, responsibility for this claim. 

Services were rendered by a Health Net 
preferred provider. We; are glad to be of 
service to you. 



~ ~ Description of Nona l loved codes/Remarks " 

49 - mere ib no allowance for tnis procedure due to coding and billing 
guidelines. The non-allowable amount is not the responsibility of 
the member. . 

23 - The billed amount exceeds Heal tn Net's contractual agreement, 
non-allowable amount is not the r espohslbility of the member. 



Payment (b) Issued To: 

Prsyiaer 33^:0436090 A $179 .84 

2002-Member Deductible to Date $1,000.00 
2002-Family Deductible to Date $1,322.84 

;20P2-Member Coinsurance to Date $3,000.00 Lifetime Paid: $11>676.47 




*SE£' EXPLANATION QF CODES 014 REVERSE SIDE 




Health Net' 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, Cft 92673-2737 



EXPLANATION OF BENEFITS 



* THIS IS NOT A B ILL ♦ 



RA Number 
Claim Id 
Process Date 
Reference Nura 
Group Number : 9 
Subscriber Name : 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name : 

PETER N ROTHENBERG, 
Provider ID j ' 



04-15-200'' 
R 



.D. 



rOOPAVJS' 



AMOUNT, 



09-06-02 
09-06-02 
09-06-02 
09-07-02 
09-09-02 
09-10-02 



PROFSERViGE 

PATHOLOGY 

PROFSERViCB 

PROFSERVICB 

PROFSERVICB 

PROFSERVICB 



$325. 

$35. 
$250. 



$250 



00 $122.36 23 $202 . 64 $0.00 

00 $35.00 37 $0.00 $0.00 

00 $250.00 49 $0.00 $0.00 

00 $129.03 23 $245.97 $0.00 

00 $250.00 49 $0.00 $0.00 

00 $43.01 23 $81.99 $0.00 



$1,360.00 $829.40 $530. 60 $0.00 

- Payment Summary - . [ The member ' s responsibility is for $106. 12 

Billed : $1,360.00 payable to PETER M RQTHENBERG, M.D. . 

Nona L lowed : $829.40 Services were rendered by » Boalth Ntt 

Al lowed : $530.60 preferred provider. We are glad to be of 

Member ' s Responsibility service to you. 

Coinsurance : $106. 12 

Health Net Paid - $424.48 

' ! Description of Nona 1 lowed Codes/Remarks " ' r— "j 

23 - The billed amount exceeds Health Nets contractual agreement, 

non-allowable amount is hot the responsibility of the member. 
37 - The allowance -for tiiis procedure has been adjusted per coding and 

billing guidelines. The non- allowable amount is hot the 

responsibility of the member.. 
49 - There is no allowance for this procedure due to coding and billing 

guidelines. The non^ a 1 1 owab 1 e amount is not the responsibi lity of 

the member. 



Payment* s) Issued To: 

Provider 33-0436090 A $424.48 

2002 -Member Deductible to Date $1,000.00 
2002 -Family Deductible to Date $1,322.84 

2002-Member Coinsurance to Date $2,918.58 Lifetime Paid: $6,451.95 



•SEE EXPU^NATIOM. OF CODES ON REVERSE SIDE 





Health Nef 



I EP/P-PO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 

Adjustment of 2003010tCH4>033 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFIT8 



♦ THIS IS NOT A BILL * 



4. - v. ^ ■ 

04^15-2003 

C 



RA Number ; 
Claim Id : 
Process Date j 
Reference Num. : 
Group Number 
Subscriber Name: 

DONALD B FBUER 

Patient Name : 

DONALD S FEUER 
Provider: Name : 

LABORATORY CORP OF AMERICA-S.D 
Provider ID 




07-30-02 
07-30-02 
07-30-02 
07-30-02 
07-30^02 
07-30-02 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY: 
PATHOLOGY 



$2. 
$2 
$2 
$12. 
$2 , 
$2. 



71 
71 
71 
53 
71 
71 



$0.00 
$0.00 
$0. 00 
$2.53 23 
$0.00 
$0.00 



$2.71 
$2. 71 
$2 . 71 
$10.00 
$2.71 
$2.71 



$0.00 
$0.00 
$0.00 
$0-00 
$0.00 
$0.00 



$26.08 $2.53 $23.55 $0.00 

- Payment Summary - As a: Hearth Net member, you, nave no further 

Billed : $26.08 financial r^sj?onsi2b^ 

Nonal lowed : $2 .53 Services were renderad by a Health Net 

Allowed : $23.55 preferred provider. We are glad to be of 

Health Net Paid : $23 :55 service to you. 



j Description of Monailowed codes/Reaar^s ! " 

23 - The billed amount exceeds Health Net' s contractual agreBment, 
non-allowable amount is not the responsibility of the member. 



Payment (s) I a sued To: 

Provider 84-0611484 A $23.55 

2002-Member Dedtictible to Date $1,000.00 
^002- Family Deductible to Date $1,322.84 

2002-Member Coinsurance to Date $3, 000.00 Lifetime Paidr $14,637 .70 



'SEE EXPLANATION Of COOES ON REVERSE SIDE 





Health Net* 



itp/ppo 

P. O. BOX 10223 

VAN NUYS, CA 91410-0223 

1^800-839-2172 

Adjustment of 5 



DONALD S. FSUER 
10 VIA TUNAS 

SAN CLEMENTS; CA 92673-2737 



EXPLANATION OF BENEFITS 



* THIS IS NOT A BILL * 



RA Number 

Claia Id : 

Process Date * 04-15-2003 
Reference Num. : ----- 
Group Number : . 
Subscriber Name: 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name t 

LABORATORY CORP OF AMF"*"*-* 
Provider ID * 



10-02-02 
10-02-02 
10-02-02 
10-02-02 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 



$97.21 
$.31.43 
$23.85 
$16.11 



$97.21 49 

$0 . 00 
$23; 85 49 
$11.11 23 



$0.00 
$31.43 
lOYOO 
i5. 00 



$0.00 
$0.00 
$0.00 
$0:00 



$168.60 



$132.17 



$36.43 



$0.00 



- Payment Summary 
Billed ■ 
Nonal lowed : 
Allowed i 
Health Net Paid t 



' As a Health Net member, you have no further 
1168; 60 financial responsibility for this claim. 
1132.17 Services were rendered by a Health Net 



>36. 43 preferred provider;. 
>36. 43 service to you . 



We are glad to be of 



}""" ~ description of Nona 11 owed Codes/Remarks 

45 There is no allowance for this procedure due to coding and billing 
guidelines. The nonrallowable' amount is not the responsibility of 
the- member. 

23 -. The billed amount exceeds Health Net's contractual agreement/ 
non-allowable amount is not the responsibility of the member. 



Paymehtfs) Issued To; 

Provider 84-0611484 A $36,43 

2002 -Member Deductible to Date $1, 000 . 00 
2 002 -Family Deductible to Date $1/322; 84 
2 002 -Member Coinsurance to Date $3,000 . 00 



Lifetime Paid: $12,493.82 




•SEE EXPLANATION OF CODES ON REVERSE SIDE 




Health Net' 



IFP/PPO 

P.O. BOX 10223 

VAN NUYSv CA 91410-0223 

1-800-839-2172 

Adjustment of 7 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTS, CA 92673-2737 



EXPLANATION OF BENEFITS 



♦ THIS IS NOT A BILL 



RA Number : 

Claim 14 : 

Process Date : 04-15-2003 

Reference Nuot; 

Group Number s 

Subscriber Name : 

DONALb S FEUER 

Patient Name : 

DONALD S FEUER 
Provider Name; : 

LABORATORY GORP OF AMRPTCA-RvD 

Provider ID : 




10-02-02 
10-02-02 



PATHOLOGY 
PATHOLOGY 



$97 
$31 



21 
43 



$58 . 69 23 
$0.00 



$38.52 
$31.43 



$0.00 
$0.00 



$128.64 



$58.69 



$69.95 



$0.00 



- Payment Summary - 
Billed "j $1284 64 

Nonai lowed .: $58 . 69 

Allowed : $69.95 

Health Net Paid • $69.95 



As a Health Net member, you have no further 
financial responsibility for this claim. 
Services were rendered by a Health Net 
preferred provider. We are glad to be of 
•servi W& to you. 



Description o£ Nonal lowed Codes/Remarks 



23 - The billed amount exceeds Health Net' e contractual agreement, 
non-allowable amount is hot the respohsibility of the member. 



Payment (b) Issued To: 

Provider 84-0611484 A $69.95 

2002-Member Deductible to Date $1> 000.00 
2002r Family Deductible to Date $1/322.84 

2002-Member Coinsurance to Date $3^000.00 Lifetime Paid: -$12,428.54 



SEE EXfLANATtON OF C00ES ON REVERSE SIDE 




Health Net' 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
ID VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFIT8 



.* THIS IS NOT A BILL * 



04-15-2003 



■&mffima)#iki -"#^^ER«CE^PS if-" ■ ' ,-$i-#$*MO0 NT ^:t;|^©UHT/C^^ 



RA Number 
Claim Id 
Process Date 
Reference Num. 
Group Number : \ 
Subsc riber Name t 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name : 

LABORATORY CORP OF AMF 
Provider ID 



S.D 



10-02-02 
10-02-02 
10-02-02 
10-02-02 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 



$97.21 
$31.43 
$23 .85 
$16.11 



$97.21 49 

$0.00 
$23.85 49 
$11.11 23 



$0.00 
$31.43 
SO.00 
$5.00 



$0.00 
$0.00 
SO. 00 

$0.00 



$168.60 



$132.17 



$36.43 



$0.00 



— Payment Summary - 
Billed : $168.60 

Nona! lowed : $132.17 

Allowed : $36.43 

Health Met Paid : $36 .43 



As a Health Net member, you nave no further 
financial responsibility for ■ . this claim;. 
Services were rendered by a Health Net 
preferred provider, we are glad to be of 
service to you . 



' Description of Nona l lowed code s/Remar K8 

49 - There is no allowance for thia procedure due to coding and billing 
guidelines. The non-allowable amount is not the responsibility of 
the member. 

23 - The billed amount exceeds Health Net' s contractual agreement, 
non-allowable amount is not the responsibility of the member. 



Fayment{s) Issued To: 

Provider 84-0611484 A $36.43 

.2002 -Member Deductible to Date $1,000.00 
2002- Family Deductible to Date $1,322.84 

2 002 -Member Coinsurance to Date $3,000,00 Lifetime Paid: $12,493.82 



•SEE EXPLANATION OF CODES ON REVERSE SIDE 




Ml»43aMil)SS4POSZU64«liSli 




Health Net* 



- <V'«. 



IFP/PPO 

-' P.O. BOX 10223 

VAN NUYS, CA 91410-0223 
1- 800-83 9 -2 172 

Adjustment of «. 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTS, CA 92673-273? 



EXPLANATION OF BENEFITS 



* THIS IS NOT A BILL * 



04-15-2003 



RA Number 
Claim Id 
Process Date 
Reference Num. : ~ 
Group Number : . 
Subscriber Name ; 

DONAtD S FEUER 
Patient Name : 

D0NALDS FEUER, 
Provider Name i. 

LABORATORY ttORP OF AMERICA-S. 
Provider ID ; 8 




10-02-02 
10-02-02 



PATHOLOGY 
PATHOLOGY 



$23.85 
§16.11 



$0.00 
$11.11 23 



§23.85 
$5.00 



?0.00 
?0.00 



§39.96 



§11.11 



§28.85 



$0.00 



- Payment summary - 



As a Health Net member, you have no further 
$ 39 . 96 financial responsibility for thi s claim. 
$11.11 Services were rendered by a Health Net 
$28.85 preferred provider . We are glad to be of 
$28. 85 service to you. 



Nona 11 owed : 
Alloyed i 
Health Net Paid : 



Description of Nona l loved Codes/RemarKs 



23 - The billed amount: exceeds Health Net' b contractual agreement, 
non-allowable amount is not the responsibility of the member. 



Payment (s) Issued To* 

Provider 84^0611484 A $26.85 

2002 -Member Deductible to Date $1, 000; 00 
2002 -Family Deductible to Date $1, 3i2 J84; 

2 002 -Member Coinsurance to Date $3/000; 00 



Lifetime Paid; $ 12 ,457 ,39 



'SEE EXPLANATION OF CODES ON REVERSE SIDE 



MmsiM»uzs«nssia6*tM»i6. 



>/.A<EOECK PAYABLE T Q 



STATEMENT 



M X i5 SI ON PATHOLOGY MED ASSOC 
P.O. BOX 7820 

LAtiUNA MIGUEL, CA 92607-7620 



OFFICE HOURS: HON. THRU PRI. 10:00 AM TO 3; 00 PM 
PHONE Mi 948 643*3346 



F PAYING BY MASTERCARD OR VISA 
FIX OUT 8BLGW 



CWCX CAHD 
PAVMEMT 


□ g 

MASTERCARD 


33 


□ K 


CARD NUMBER 




| AMOUNT 






J ex* wt* 


9/1 8/02 




1805.00 


STATtMCKT OATS 


ACCOUNi nvirscn 





0000054353 ••♦♦AUTO** 3-DIOIT 926 

fl.l....lil,!Iiii«iiliil!M,liH»>l..ltiluiiiitlllli..iillil 

19669783 
DONALD FEUEfl 
10 VIA TUNAS 

SAN CLEMENTE , CA 92673-2737 



illlltlllitillitlliiitiMllltltllllllllllllllilll III 

136697B3 
MISSION PATHOLOGY MED ASSOC 
P.O. 60* 7620 

LAdUHA NIGUEL , CA 92807-7620 



□ PIt*3* <£>*c* bd* H above aiJtfMm 1 3 incorrect «r insurance 
Infornurtlon hw.^a^d and Indicate , ch»r»go(a) on reverse aide. 



PLtASE WRITE YOUR ACCOUNT NUMBER ON VQUR CHECK 

PLEASE DETACH AND RETURN TOP PORTION WW YOUR PAYMENT 











9/19/02 


13989763 


794.8 


DONALD FEUER 



DATE 



CPT 



DESCRIPTION 



AWOJNT 



08/06/02 
06/08/02 
08/10/02 
08/26/02 



88307 
86313 
88305 
88305 



SUR0 PATH: LEVEL V 
SPECIAL STAIN QRP II 
SURG PATH: LEVEL IV 
SURG PATH: LEVEL IV 



190.00 
40.00 
1 , 050 .00 
525.00 



YOUR ACCOUNT HAS 8EEN 0UTSTAND2NB FOR 
30 DAYS. IF INSURANCE MAS 81 LLED, PLEASE 
CONTACT YOUR CARRIER REGARDING PAYMENT 
OR REMIT YOUR PAYMENT BY RETURN MAIL. 



1803.00 



SERVICES RENDERED BY: 



MISSION PATN0LO9Y MED ASSOC 
P. 0 * 00X 7620 

UUJUKA MIGUEL, CA 9 200 1 "76 20 



PRIMARY INS: 
SECONDARY INS: 



HEALTWET SELECT POS 



PHONE #: S 
TAX ID: fi 
REFERRING PHYSICIAN: KO, 



ANDREM 92091 



Mission Hospital ^ 

ST JOSEPH 

'HEALTH JVJTEM 

27700 Medical Center iRoad 
mston Vlejo, CA 92691 -9966 



Statement is tor seivtes provided at 

Mission Hospital R*9 tonal Medical Center 



DONALD FEU1B m 
10 VIA TUNAS 

SAN CA 92673-2737 

IU„nU,iUu,ULJJin,IJUmUlllmnll t l 







DONALD FEUER 






03/26/02 






IMPORTANT MESSAGE ABOUT YOUR ACCOUNT 



YOUR INSURANCE HAS MADS PAYMENT - WE 
WOULD APPRECIATE, YOUR PAYHENT rULL. 
FIlJMrciAL JU*^EH^^ ARE mC^IAtED 
BY CONTACTING OUR CREDIT DEPARTMENT 
IHM£DI ATELLY . THAHK YOU. 



Questions about your bin? 



Mission H ospital 

SEIOSEPH 

27700 Medical Center Road 
Missibp Vfejo, JCA 9269 1 

Statement is for servfcas provided at: 



W1ENTCNAME 



;CONALlj FEUER 






08/26/Q2 





DONALD FEUER 
10 VIA TUNAS 

SAN CLEMENTE CA 9267 3-2 737 

iM., l ,i.i.ii..t., l i..i],..i.n..,i,.ii.i, 1 .i„ r iiii,,,..ii,i 



IMPORTANT MESSAGE ABOUT YOUR ACCOUNT 



■ m - -jBAVE ^ILIiED YOUR XifSURAWCS AND A 
BALANCE %S ^^AmiKG . PLEASE 

CONTACT YOUR I^SURMCE COMPAQ TO 
ENSURE PROMPT PAYMENT- THANK YOU. 



Questions about yolirbilf? 
PLEASE CONTACT: {049} 365^240? 



AMOUNT 



666 .85 



. STATEMENT DATE - 



ACCOUNT BALANCE 



ESTIMATED DUE FROM INSURANCE 



AMOUNT DUE FROM PATIENT 



166,71 



BOO .14 



PHYSICIiWS (^ArtGK Pay > * 

A ^ Reose refer to Ihe back ot Ihis tiateman< for other &np6rtantbaino lnfarm»liofi. Pay By Patg ^r , . 



500.14 



.06/^0/0.3 



STATEMENT 



MISSION . INTERNAL ME9. GRP. INC 

2 74 SI LOS altos #100 
MISSION VUUO.. CA 92691 



OFFICE HOURS: WON. THRU FRt . 10:00 Mi TO 3:O0 PM 
P40NE t : 949 643-3348 

0000014573 *««*AUTO>* 3.0ISIT 926 
IM„.,l.l l tl..l..J..ll...l.lln.l..fl.l.ul...llll.....ll.l 

00037891 
DONALD S FEUER 
10 VIA TUNAS 

SAN CLEMENTS , CA 92870-2737 



IF ffAVWC: BV MASTERCARD OR VISA, 

FILL cwt ctioyv 



saw-- ~i w n gg 








EXUDATE 


11/14/02 




35.00 


* STATE ftfCIlT GATE- 


ACCOUNT HUM*** 


PAY Tttt* AMOUNT 




|| 1 |.,„| l MI„l.l... l .ll.llm.ll...ll....|| t ,l.l.l l l...ll l l 

00037891 
MISSION INTERNAL MED"; SRI». INC 
27451 LOS ALTOS #1.0.0 . 
MISSION VIEaJO; CA 9269 1 



P log&R check bdk it i&ove if** «i t : in in&orr eel sw irwui anc* ' 



PCEAS6 WmTE YOUR ACCOUNT HUMBER ON y OUR CHECK 

.Pt€^'i^^0H:^D R=7UW TOP PORTION WITH YOUR PAYMENT 















#$3$39&rtfc£ ; ^M:r' r ^^^^ 


t 1/14/0* 




788.59 


DONALO FEUtR 


! DATE 


CPT 






DESCRIPTION 








AMOLNT ' 



i 08/03/02 



93010 



EKQ INTERPRETATION 



35*00 




YOU* ACCOUNT HAS BEEN OUTSTANDING FOR 
30 0AY£. IP I WSURAWCE WAS BILLED, PLEASE 
CONTACT YOUR CARRIER REGARDING PAYMENT 
OR REMIT YOUR PAYMENT 8Y RETURN HAIL. 



35.00 



SERVICES RENDERED »Y; 



PHONE #: 
TAX 20: 
REFERRING PHYSICIAN; 



NISSIOM INTERNAL MED. C*P. 
37dB1 LOS ALTOS *IOO 
MISSION VIEJO, CA 9M01 

048 

95-*7M408 

NIYAMQTO, MICHAEL I N ,D. 



INC 



PRIMARY INS; 
SECONDARY IMS : 



KEALTHNET SELECT POS: 



STATEMENT 
INC 



MISSION INTERNAL MED. GRP 
27**01 LOS ALTOiS #100 
MISSION VIEdO; CA 9269.1 



OFFICE HOURS : MON. THRU.PRI. 10:00 AD TO 3:00 PW 
PHONE #: MB 843-334B 

000002368 I »»*»AUTO»* 3- DIGIT 936 

ll,l,M,l.l.lli.l...l..ll...Ml...l..ll.l...l. l .llll.....ll.l 

0003789 1 
DONALD S FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA:-92673t2737 



IF PA»NG m (flASTERCARD OR VISA. 
FILL OUT BELOW 



SIE^ .... □ s □ SB 


•capo uv*«<* 






EXP, C*?€ 


1/09/03 




%.bo 


8TATEBEMT DATS 




PAY 7MS AKOJNT 



ll.l,...l.1.ll.,l.ln...ll.ll....tl,..ll....li..U.I,l...ll.l 

00037891 
MISSION INTERNAL MED. GRP. INC 
274B1 LOS ALTOS #100 
MI SS ION V IE JO , CA 92891 



Of l«#*e cn*CK &OX if ■■■tiwim*M.m%%. li IncorrBtt w Irwurunw 
Jnloraieiiart h#» 5' lMirt$»<J end lndic«Y* on ';#»y«n* :^<k^ : 

~~ ^ PLCA5£ WRITE YOUR ACCOWT NUM&fcR ON YOU* CHECK 

Pt^SC DE^ACR AND RETURN TOP; PORTIA WfTH YOUR PXYM£NT 











1/O8/03 






DONALD FEUER 



DATE 


CPT ' USSCFtfPTlON . ~ ■ 


AMOUNT 


08/03/02 


930 VO EKO INTERPRETATION 


35.00 




Your Insurance his not responded to our 
requests for- paywontv Please; contact 
the» recording paynent . Thank you., 










35.00 



SERVICES R£ND£«£0 BY: 



PHONE #: 
TAX CD: 
REFERRING PHY SIC 3 AW: 



MISSION tNICRNAL KED; GRP. INC 
27451 tOS ALTOS #100 
MISSION VI!5*jp; CA 82891 

M8 643-3346 
05-2704409 

MIYAMOTO* MICHAEL 1 M.D. 



PRIMARY INS: 
SECONDARY INS: 



HEALTWNET SELECT POS 



PUEASt WHITE YOUR ACCO'JWT NUilAfiER ON YOl« CMECrt 

'PLE f ASG: ^A^'>AiS^ : M^N'tOP FOfJTi^N: WITH' ' yiOUft^PAYMSISIT. 



10/17/02 



DONALD FEUER 



DATE 



CPT ? 



DESCRIPTION 



AMOUNT 



08/03/02 



33010 



INTERPRETATION' 



35:00 




Foryypur convenience; we ' have^bl^l 1 od 

vithirv 30 «tays, we jnu$.t 
for f ul 1 ;.:pwfwimt::: Thank you : 



35.00 



SERVICES RENDERE0 &Y: 



PHQNE r: 
TAX 10: 
REFERRING PHYSICIAN: 



MISSION INTERNAL MED. €R*». INC 
•274S t LOS ALTOS *io© , 
MISSICW VIEJO; CA 

643-3346 

MIYAMOTO, MICHAEL I M;D. 



PRIMARY INS: 
SECONDARY INS: 



HEALTHWET SELECT POS 



s 

X 




IPP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 

Adjustment of 2002339-CH4-061 



DONALD S. FEUER 
16 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



* THIS IS NOT A BILL * 



RA Number : ( 

Claim Id 

Process Date. : 0 
Reference Num. .: R ni " 
Group NUinber : 9 
Subscriber Name ; 

I^ONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name: : . 

BRISTOL PARK MKDtCAL GROUP 
Provider ID : ta 



INC 



^SERWfeE* 



ffiUJEO 
AMOUNT 



AMOUOTTCODE* 



ALIX>WED r < 
AMOUNT 



COPAY 

amount: 



08-29-02 
08-29-02 
08-29-02 



PROF SERVICE 

PATHOLOGY 

INTEREST 



$84,00 
$18 .00 
$2.80 



$21.00 23 
$4.50 23 
$0.00 



$63.00 
$13.50 

$2i80 



$20.00 
$0.00 
$0.00 



$104.80 



$25.50 



$79.30 



$20. 00 



- Payment Summary - 
Billed ; $104.80 

Nona 1 lowed : $ 2 5.50 

Allowed : $79.30 

Member' s Responsibility 

Deductible : * $13.50 

Copayment : $20 .00 

Health Net Paid : $45.80 



The member' 8 responsibility is for $33.50 
payable to BRISTOL PARX MEDICAL CROUP INC. 
Services Were rendered by a Health Net 
pr-ef erred provider . We are glad to be of 

Service ^ you^ 



Description of Nona! lowed Codes/Remarks 

23 - The billed amount exceeds Health Net's contractual agreement, 
aori- a 1 lovable amount is hot the re^ponsibi ilty of the member; 



Remarks: * INTEREST PAID AMOUNT REPRESENTS 

15.% PER ANNUM/ AS INTEREST PAYMENT 

TO COMPLY WI TH THET PROMPT PATIENT LEG I SLAT I ON . 



Payment (s) Issued Tot 

Provider 95-2:653450 A $45.80 

2002 -Member Deductible to Date $309 34 

2002 -Family Deductible to Gate $1,309.34 

1 -Member Coinsurance to. Date $80* 00 Lifetime Paid: $551. 24 



'SEE EXPLAMATION OF GOOES O N REVERS ESIOE 




Health Net* 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

l-800-83?>2172 

Adjustment of 2602339-CSH4t062 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



♦ THIS IS NOT A B ILL * 



4L W V «^v>*" 1 "--wafc;,. 

04-08-2003 
R A** " * *■ • -■ - 



1 



2£ 



SERVICE 



RA Number 
Claim Id 
'/Process Date 
Reference Num. 
Group Number : 
Subscriber Name: 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name . . : : ,. . 

BRISTOL PARR Mmi^AL GROTJ* 

Provider . ID , . j: 

AMOA)N1Y©O0E* T^l^iff^.* .. AMOUNT ; 



09-30^02 
09-30-02 
09-30-02 



PROFSERVICE 

PATHOLOGY 

INTEREST 



00 
$18.00 
$3.80 



$32.41 23 
$4 . 50 23 
$0.00 



$98.59 
$13.50 
$3.80 



$20.00; 
$0.00 
$0. 00 



$152.80 



$36.91 



$115.89 $30. 00 



- Payment Summary - 
Billed i $152.80 

Nonal lowed : $36.91 

Allowed $115,89 
Member's Responsibility: 

Deductible i ' .$ ; 13>;5p: 

Copayment : $20.00 

Health Net^ Paid : $82. 39 



The member' s responsibility is for $33.50 
payable to BRISTOL PARK MEDICAL CROUP INC. 
Services Were rendered by a Health Net 
preferred provider . ' We are/, glad ■ to ba of 

1 servxbe"''tp^y6u.V; ' 



Description: of Nonaiiowed codes/RemarRs 



23 - Tne billed amount exceeds Health Net ' s contractual agreement, 
non-allowable amount is not the responsibility of tha member . 



Remarks ; * INTEREST PAID AMOUNT REPRESENTS 

15.% PER ANNUM, AS INTEREST PAYMENT 

TO COMPLY WITH THE PROMPT PAYMENT LEGISLATION. 



Payment (s) Issued To ; 

frovider 95r28S345d ft $82.39 

2002 -Member Deductible Date $322 .84 

2002-Family Deductible to Date $1/322.84 

2 002 -Member Coinsurance to Date $.100.00 Lifetime Faxd;: $629 .83 




"SEE. EXPlAI&Tlb N OF CODES ON REVERSE SIDE 



2M7SOUt0ilua«POS«57)MBM3 




IFP/PPO 

P.O. BOX 10223 

VAN. NUYS, CA 91410-0223 

1-806-639-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



* THIS. IS. 



OT A BILL * 



04-15-7.0O3 

i 

c 



RA Number : 
Claim Id : 
Process. Date : 
Reference Num. : 
Group Number ; 
Subscriber Name: 
DONALD S FEUER 

Patient Name : 

DONALD S FEUER 
Provider Name : 

BRISTOL PARK WED1CAL GROUP 

Provider' ID : 



INS 



.AMOUNT 



VT AMOUNT/CODE* 



ALLOWED* 



09-30-02 
09-30-02 



PROFSERVICE 
PATHOLOGY 



$131.00 
$18 00 



$32.41 23 
$4.50 23 



$98.59 
$13.50 



$0.00 
$0,00 



$149 .00 



$36. 91 



$112.09 



$0.00 



- Payment summary - 
Billed : $149.00 

Nona 1 lowed : $3.6:91 

Allowed $112.09 
Health Net Paid : $112.09 



Ab a Health Net member, you have no further 
financial responsibility for this claim. 
Services were" rendered by a Health Net 
preferred provider. We are glad to be of 
service to you. 



De s c ript ion of Nonal lowed Code s/Rema rk s 



23 - The billed amount exceeds Health Net's contractual agreement, 
non-allowable araount is hot. the responsibility of the member. 



Payment (b ) tnBimd To : 
Provider 

2002-Member Deductible 
2002 -Family Deductibl 
2002-Member Cbinsurai 



$112.09 



to Date 
to Date 
■4 to Date 



$1,000.00 
$1,322.84 
$3,000.00 



Lifetime Paid: $12, 358 . 59 



•SEE EXPLANATION OF CODES ON REVERSE SIDE 





Health Net 



irp/ppo 

P.O. BOX 10223 

VAN NUYS, GA ,91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEKENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



THIS IS NOT A BILL * 



-15-2003 




RA Number 
Claim Id 
Ptocess Oate 
Reference Num 
Group Number : i y 
Subscriber Name : 
DONALD S FEUER 

Patient Name r 

DONALD- S FEUER 
Provider Name t 

BRISTOL PARK ;M*mTCAL GROUP INC 
Provider ID : ' 



10-31-02 



PROPSERVICE 



$84 00 



$21 ,00 23 



$63;o6 



;$O;00 



$84.00 $21.00 $£3yOQ £QvOO 

- Payment summary - As a Health Net member, you have no further 

Billed : $S4/00 financial ^spbhsibillty ^ipt'-'i^iB.'-^ki^.. 

Non allowed : $21 . 00 Se^icres} were rendered by a Health Net 

Allowed & $63*00 preferred provider. We are glad to be o£ 

Health Net Paid :. $63 • 00 service to you. 



" : Description o£ Nona 1 lowed Codes/Remarks " 

23 - The billed amount exceeds Health Net's contractual agreement; 
non- a 1 lowab I e amount i& hot the respcmsxbi^ of the member . 



Payment(s) issued To: 

Provider 95-2653450 A $63.00 

2002 -Member Deductible to Date $1, 000 00 
2002 -Family Deductible to Date $1, 322 84 

2002-Membex^ C&inwr?mce to Date $.3 , 000 , 00 Lif etime Paid: $12v556 ;82 



^S€E €Xr*lAHAT«D« Of CODES ON REVERSE SiDE 





Health Net' 



i /f ro .. . . 

p-^<S.. : ;BbJt: 16223 . 

VAN NUYSV iGA 91410-0223 



DONALD; Su FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



•.J<3 NOT A J 1/1,1, 



: U 

5 04-15-2003 

r P — ' 




Gi^im Id 
Process Dat^ 
Reference Num . 
GiSoup Number : 
iSubscrf l>er Name : 

/" DONALD S FEUER 
Provide r Name v 

BR I STQL - PARK; MB&JGhfc GROUP INK 
Provider ID ' ' 'V s ;- 



08-03-02 



PROFSERVICE 



00 



$30.9$ 23 



$65 .02 



$O;00 



$30.98 



$65:02; 



$0,00 



- Payment Summary - 
Billed ; 
Nona 1 lowed • $30 . 96 

Allowed t $SS k 02 

Health He*, Paiid r $65, 02 



As a HeA$tA<vMfet^4na9tib.er>-: you have no futthei: 
financial r^^onst&i^xty £or tM e J^lj^im^ 

>p^fftr*Sd':p!^Mi£: 'Mk a^ gl?aw3 to be of 
eervCce to you. 



Description v of Nona I lowed Codes/Remarks r ~ 

23— flxevfeilled amount exceeds lie a 1th Net' s contraetuar agreement, 
ncm^allOM^ 1 * ^W^S^ If 



Payment ( a) issued asox 

' ' i$65> 02 

2OO2H&erab0£ J^^ct ibl to bat6 $3U 000;00 

200^1K^±lf : J1^xet^^ to Date $1,322 84 

2002HHember Oo£j*su£ot V to 'Date $3,000.00 M'f^t^me^vaitia^ $14/702v72 




ipp/ppo 

P.O. BOX IO223; 

VAN NUISv CA 91410-022.* 

1-806-839^2172 '' 



DONALD S, FEUER 
10 VIA TUNAS " 
SAN CLEMENTE , CA 92673-2737 



EXPLANATION OF BENEFITS 



.. £ 8 : - I S N O T 



BILL 



04-- IS -2003 



RA Niaurabet X; 

Process Date ; 
jRe^^«fee Nura* ; : . 

Subscriber Name ; 

Dt)N/&D S FEt^ER 
Patient: Name : 

DONALD S FEU2R 
Provider Name ; 

BRISTOL ^AiRit |tpvi*&T; rtPOitP INC 

grbfcid&& id " ,,. 7 ;;. 



£MOjJNT\ 



08-04-02 
08-04-02 



PROFSERVIGE 
EfiFrosxciAN 



§96.00. 

535,00 



$30 98 2 3 
$8^75 23 



.02 
• 25 



$0.00 
$0.00 



$131.00 



$39.73 



$91.27 



$0.00 



- Payment feuinmary 
Billed i 
No nal loved £ 
Avowed : 
Health Net £aid t 



As He&ltfc Net member, you have no further 
f ininc i al : r e spon s ib i lit y v £ o £ thi s claim. 
Services irere rendered by a HeiltK Net 
Inferred j>rpvi^iete. afee glad to be of 



1,00 
$39.73 
$91,27 
$91.27 



23 - The billed amount exceeds Health Net' s contractual agreement, 
npn* allowable amount is not the ^spbn&il^ of the member . 



E&ptexrt< i ) I s sued To; 

Provider 95-2653450 A $91.27 

2002-Member Deductible to Date $l y 000 > 00 
£ 002-f m£&y Deductible to Sate $1>322 . 84 

20O2-Mert0>er Coinsurance to Date $3^000 .OQ Lifetime Paid: $14,871/58 



•SEE EXCLAMATION OF CODES ON REVERSE SIDE 




654Camino rieloiMoJci (949)4961122 
SanCfettcnlc,CA92S73 (943) 4^-4803 



or/o?#3 



DONALD FEUER 

10 VIA TUNAS 

SAN CLEMENTS CA 92672 



Dear DONALD FEUER 



Please s oe roromkc. Tho amount listed below ic your account 
balance. 



Patient*: 

Dote of Service: 

Date of Discharge: 

Amount 

Remarks: 



DufiaJd Puu«r 

09#7/ti2 

$422500 

'%UB1NS;HAS^T;^E PAYMENT! PLEASE 
CONTACT YOUR INS COMPAQ OR^OUR 

'IS" YOUR RES^NSJSILITV ^T^^VDU! " 



Thank You for choosing Sari Oemenle Hospitol for your heatthcore needs. 





EXPLANATION OF BENEFITS 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS> GA 91410-0223 

1-800-839-2172 

.-ocnent ot » ~ 



DONALD S. FBUBR 
10 VIA TUNAS 

San ci^mente, cA 92673-2737 



THIS IS NO* A BILL * 




RA Number : 
Claim Id 
Process. Date : 
Reference Num. : 
Group Number 
Subscriber Name : 
DONALD S FEUER 

Patient Name 

DONALD S PEUER 
Provider Name 

JERREE A STROH. 
Provider ID 



64-15-2003 
RC 
9: 



M.D. 




09-07-02 
09-07-02 
69-07-02 
09-07v-6i 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 



$8,50 
$13.50 
$12.50 
$11.50 



$5.52 23 
$6.84 23 
$7 13 23 
$1. 44 ,23 



$2.98 
$6.66 
$5.37 
$10.06 



$0.00 
$0.00 
$0.66 
$0.00 



$46.00 



.93 



$25.67j 



$0v00 



- Payment Summary - 

Billed : $46.00 

Nonal lowed : ;$20-93 

Allowed : $25.07 
Member 'e Respon aibi 1 i t y : 

-. <&insura#ee" v- $5.01 

Health Ifefc Paid : $20.06 



The member '8 responsibility is for $5.01 
payable to JERREE A STROH, M.D. . 
Services were rendered by a Health Net ... 
preferred provider. Vfe are glad to be of 

■'service 'to - you:,. 



Description pi Nonailowed Codes/Remarks 



23 - th^ Allied amounts exceeds .Health Net ' s contractual agreement , 
noh- allowable amburit is not the xeaponsibi lity pf the mewibBT. 



Payment(e) Issued To: 

Provider 91- 1879977 h $20. 

2002-Member Deductible to Date $1/000,06 

2002-Famll^ Deductible to^Date $1,322^8* ? 

2002 -Member Coinsurance to Date $2 *£23 > S9 Li fcetimef; *Pa^d : $6y4?2 r Oi 



"SK DCHAHAtfOH OF X^OES OH R^ERStt SIDE 



> MAKE CHECKS PAYABLE TO 

DIGITAL&RADIOLOG1C IMAGING ASSOCS I 
POBOX3148 

MISSION VIEJO CA 92880-1 14B 
ADDRESS SERVICE REQUESTED 



tASTPMT: 12/18)02 
AMOUNT: 100. oo 

□ Pimm eftcqfc tat ■ >our aaom'fei income: or nmvartu iirtD?msrton 



i ADDRESSEE; i 



lUMMU.ILlM.lMlhMUI.nLIKUI.nllll.MulU 

DONALD FEU6R 
10 VIA TUNAS 
SANCLEMENTE CA 62673 



y PAVtttGPY MASTERCARD, QJ8^V^?P3 VISA, FIUL Oil T 8ELQW. 

CHECK O tffoU3iKK *ron FAYMEHF . 

KG' ■■□ WIO 



CARD NUMBtfl 



STATEMENT OATE . 

01/15/03 



PAGE NO. i 



V&A- 



PAY THIS AMOUNT 
$902 .55 



AMOUflT 



SHOW AMOUNT 
PAID HERE 



REMIT TO 



ll*tll«llll*ll»ll*ll*iltl(«»*lif f*llllllllt*llll*lll»ll»li«l*l 

DI6ITAL&RA0I0LOGIC IMAGING ASSOCS I 
PO BOX 314fi 

MISSION VIEJO CA 0269(^1148 



095S694B F466 



PUWt DETACH AT POCf AND RtTVftW TOP PWTKW WTH YQUR PAWIHIT STATEMENT 



oate of 

Service 



Date Jns 
BiUcd 



„Coa©' 



Loc 



description 



0 Vag . ' 



■ Char s© 



R*<»ijpto£ 



PattentK 



08/03/02 

08/03/02 

08/06/02 
08/05/02 

08/05/02 

08/03/02 
09/05/02 

09/08/02 
09/08/02 
00/08/02 



DQBtALO 

O0MALD 

DOKALD 

DOHAlD 
D0«ALI> 

DONALD 
DOMALD 
DONALD 



08/20/02 



09/ t0/02 



62270 
7*005 

74150 

'4?6oo 

76942 

70553 
74245 

74022 
74150 
721 92 



SPINAL PUMCTURE LUMBAR :. ,/ ?S0/6> 

Pati ent Cof nswance 

Vtudro'cra 7BQr.6? 
Pat1 em ' to insurance ■ ' / ~ 

CT ABOCHEU W/O CONTRAST ?| 5 18; d ; 

810PST UVER. r^RCUTAttEOUS \S?3.*-i 
Patient coinsurance 
US GUIDANCE- NEEDLE PlCHT. $ & I % 573*9 
Pa 1 1 etit- Cbt nsurance . 
MR I BRA IK OR HEAD W/ VW/0 COMTRAStotel.? 
UCt U/ SMALL INTESTINE J**CL $£R 1X1) 560,1 
pat lent? Co inswrance 
ABDOMEN CQH PL ETE W/PA a«ST [789.00 
CT AfifcOMEM ;M/0 CONTRAST * ' .•; 5S5.9 

CT PELVt S 'LIMITED; U/O CONTRAST . 555.9 



> ; 239.0Q 
'ICf.OC 

••\pwioc ; 
" 198*00 

153vOC 

*■ 

52V0C 
199. CHO 
T05 Ofi 



viioo>6c 



^29; ri 
35,4* 



19.63 
70.15 

^ : il25 
10$1<&7 



199:00 



7.2a 

4U.0C 

8,07 

52.00 
199.0C 

105.00 



Payment Due Upon Receipt *** Thank ran **" 



3CM>fl Dajs 



60-50 Days 



90-120 hm 



120 DAYS + 



Totitl Balance 



I&fc Pending 



FATIENTSUt 



0.0( 



$902.55 



Location Codes: 

01 MISSION KOSP REG NED CTR 

02 MISSIOM REGIONAL IMAGING CTR 

03 H1S6IOM REGIONAL IKAGI XTSt 

04 Mi ssion JBOSP TRAUMA CTR 
to MISSION HOSP REG MED CTR 

06 MlSSIOtf WSP REG MED CTR 

07 WOMEN'S MEDICAL G*OUP 

08 SAN CLEHEMTE H0SP MED CTR 

09 GARDEN GROVE HOSPITAL 

10 GARDEJT GROVE IMAGING CTf 

11 MISSION REGIONAL IKAGTNfi CTR 

12 ttmwm OiRTMOPEOi C HEO CTR 



Message 



Please contact us if there is insurance cover Age 
that my cover any ^of the; outstanding services. 
Thank you for your c^operationy 



Make C hecks Pay»bk: To: 



OIGITAURaOIOLOGIC IKAGlfJE ASSOCS I 
PO BOX 3148 

HlisiOM VIEJO CA 92690- 11« 



BUIiBg Qucslions 



«deral Tax Id 



• MAKE CHECKS PAYABLE TO: « 



DIGITAL&RADIOLOGIC IMAGING ASSOCS I 
PO BOX 3148 

MISSION VIEJO GA 92690-1 148 
ADDRESS SERVICE REQUESTED 



LAST PMT: 
AMOUNT: 



TO/17/02 
68.07 



ll l l.,.,l,l.ll l .l...l..ll,„l.ll.,.l..ll.l...l,..llll., 

DONALD FEUER 

10 VIA TUNAS 

SAN CLEMENTE CA 92673 



IF PAYING BY MA$TEftCA*0, DBCOVCTCm V IB*, f tL^G4JT BELOW. 


CHECK CARD USWG FOR PAYMENT 

ISP n HjlO 


. — fj-wa- ym 




AMOIWT 












STATEMENT DATE 


PAY TW5 AMOUNT 




AvVT. f 


12^04/02 


$646.55 






PAGENO. l 




SHOW AMOUNT ^ 
PAD HERE *> 











ll,l l ..,l,l.ll,.l.l,.ll„....ll.. l ll.l..ll..l..l,ll.,l.l..l,l 

DIGITAL&R AD IOLOG fC IMAGING' ASSOCS? I 
POBOX3148 

MISSION VIEJO CA 92690-1144 



053B2650 FW 



STATEMENT 



Date of 



Patient 



Date: iris 



ioc 



Description 



Charge " 



l nsur ewfl fitf jent 
Receipts 



Adjust, 



8b lance 



08/<?5/€2 

, r^v * . 

0Q/&S/02 
Cfc/Q5/<£ 

(»/05/02 

09/05/02 

09/06/02 
09/08/02 
09/08/02 



DONALD 

DONALD 
DONALD 

(X5KALD 

DONALD 
DONALD 

DONALD 
UUMAUT 

DONALD 



08/1#O2 



08/20/02 
0B/29/OH 

08/29/02 

09/24/02 

10/10/02 
10/10/02 
10/10/02 



62270 

76005' 

IPNRt 
74150 

76942 

74245 

74022 
74150 
72192 



SPINAL ft^TURE-tUMS** ! ^ 

patient '.Caim&uncz , ! / 

FLUOROCUIO/LOC NEEDLE/CATI*, SP HfE- 

PatjE»tt CqlrKur«*ice ' : ~ 

INPATIENT Kftl 

CT ABDOMEN W/O CONTRAST 

BIOPSY LIVER; PERCUTANEOUS 

p«t I ernt ' coirfturBfic^ 

US GUtDA*C£-MEH)LE : PLCHT^ $ 

1*«tienti cbf neur^nce 

■f»i BRASH OR KEAJD U/ * WO 

iiGi w/ small wmTwt i«cl 

Pat I erit Coi nsur^nce 
ABDOHEIf COKPtJETF W/PA CHEST 
CT ABtoiEw W/O CONTRACT 
CT PELVIS UNITED, V*/0 CONTRAST 



7*0; 

780. 
518, 
575, 



.6^ 

6 

ft: 



t 1 



sm9 



CONTRAST, 
$E*iA£ 560; 



7»9 
555 
555 



2 
1 

00 

9 1 



!;(Z39v0l 
101.00 



199iOC 
437;.oq 

• 108,M 

T53,0C 

' 52.00 

199VQC 
105 i 00 



* ™ . " • * 

70'^« V' 130.85 



.251*57 
29' i l 

35^ 



' ,4.25 
- 71^61 

106,67 



199.CC 
c, 18% It 

7-2f 

.US 
8.87 

52.00 
199.00 
■105.00 





** Balance 


is OV8HDUB - Please Remit or Contact ua XmmedleteXy 






30-60 Days | 


60-<M> B»v« ( «m*i^« iv>* « I iiff niVS 4 | Total Balance 1 i-» fV*4i«« 


PATflNTBUE 


0,00 


.._ I 




$646.55 





Locatum Codes: 

01 NISSIO* HOSP RE0 HE0 CTH 

02 MISSION REGIONAL I NAG I KG CTR 

03 MISSION REGIONAL 1KAG1KC CTU 

04 MISSION jKfeP TRAUMA CTR 

05 HISEIOH f*OSP REG MED CTR 

06 MISSION iWSP REG MED CTR 
UY MOKEM'S NEDICAL ^tOUP 

08 SAH CLE«£HTE H05P; WE0 CTR 

09 GARDE M GROVE HOSPITAL 

10 GARDEN GROVE IM^IHG CTP 

11 MISSjOH «eCICNAL IMAUU'G CTR 
12:dQHHU*tlTf ORTHOPEDIC KED CTR 



Message 



Please contact us if there is insurance coverage 

ttiAtv tnay r - cover 1 any 6£ the CTifeeandirvg sey-vtcesV 
Tliank you ^cr^y^^-coopei^tipii.., 



Make Checks Payable To: 



OIGITAlARADIOLOjIC IHAGIKG ASSOCS 1 
PO BOX 3148 

MISSION VIEiO CA 92*90-1148 



Billiag Questioas 



(949)343-1103 



Federal Tax Id 



952662029 



i MAKE CHECKS PAYABLE T0:« 

DRIA 

PO BOX 3149 

MISSION VIEJO CA 9269^1148 
ADDRESS SERVICE REQUESTED 



LASTPMT: 04/16/0a 
AMOUNT: 50.00 

I Pl»*** <tieck foo* If v*m ftd&et* i» <nccrrest or insurance vrtornurtion 



□ 



i ADDRESSEE: 



ll.l.,Ml.MlMl.Mi..ll*»ll»ll.».l..lI.i,..l.,llll...ull.l 

DONALD FEUER 
SANCLEMENTE CA 92673 



r PAYING BY MASTERCAft D, MSCOVEDOR VISA, I^Ol/T BELOW. 


BO ■■ D WO 










STATEMENT DATE 

04^0/03 


RAY THIS AMOUNT 

#910.55 


AOpt* 

349377 



PAGE NO. 1 



SHOW AMOUNT ^ 
PAID HERE $ 



REMIT TO: 



iMM..iaillMl.l,.IIm.Mllmll.l..l!..l..lMll..ia,.LI 

DRIA 

PQ BOX 3145 

MISSION VIE JO CA 92890-1 14$ 



12' 



0*012*54 F4S6 




ttfli/05/«2, 

©3/03/0* 
09/05/02 



©0**tlp 
0OHA10- 



I 

-SSI 




otoo 



JQW Days 



60-90 Days 



'ffi^fcSik' 



PAUL NT DUE 



Location Codes: 

01 H1SSICW HOSP Mo fetlKcTR . 

02 MISSION RE&Ip&lAt JHAGtHC CTR 

03 MISSION RESllWAL IMAGING CTR 
OA H I SSt ON HOSf TRAUMA CTR - 
0$ MISSION HOSP REC NED CT« 

Cd MISSION HOSP REG NED CTR 
07 WOMEN i S MEDICAL GftOUI> 

ca r sAir%^iME4fTE ;mos> ere 

09 GARDEN GROVE HOSPITAL 

10 GARDEN GROVE IMAGING CTR 

11 MISSION REaiOiAl IHA01NO CTR 

12 COMMUNITY ORTHOPEDIC NBD CTR 



Make Checks Payable To: 



oria ^ 

MISSION VIE JO CA ^?^90-f14$' 



&fHag Question* 



(949) 47Si88Y4 



FokraiTaild 



952662029 








t^2&&OVERVUE?p- f please t JJ< 


wni or Con t aci: u 9 Xome<£j 














Tf>tal Balance * 






/£' i£f v#3 : 















location Codes: 

Ol^mSSiCW^^ 'R^ MED CTR 

G5;;»USSK>N; R£6lbst*i; -11^1^ CTR" 
C^jf J fitfloS):.- W^^jRAUWA CTR 
65VK2SS1CH HQSf> REG^ED*;Tfi; 
06; jiSftW? «6$r REC : MEOV'tp; 

c&vsj^Ce^ 



Message 



W pave roul£fif^ em ; ;e6nvter^ iori/>wh ich^;6i^l5$e si ;;ais; 

■Serial y&ia^one .'' ^atfe'*ehti^id^ s a^l ; s^v^ce^io^ l£-V<^''' 





MISSION VI E JO? CA , 9&9fel 




Billing Quest kin ii 



FederaJ Tax Id 




jam 

iflp 



Split 



■ mm 



Total Balance 



mm 



(^v ; UbrjE^Srfel>IC^ ; 6ROJP / 

09 CARD EN $ROVE .HOSp;ilAL, / '• 

10v GAR&EH ^ftpVf IKACING at . 





* Make Checks Payable To: f 1 


HIES ION VIEJO> -C^;92690t11Aa: 


Billing Qu^ons 












? ^^^^ :;<*<; , 



Diag* 



Charge 



I'nsurm^ Patient 



Receipts 



Receipts 



Adjust. 



Balance 



08/03/02. 
08/03/02; 

wmM 

08/05/02 

*/05/0? 

08/03/02 
O^/fe/02 

09/08/02* 

p9>t»/0?v 



OOSAiO. 

;0p«/(t0r; 

DONALD 

DONALD 
OOJIALU 



08^20/02 



76005 

T&SOf* 

76^2 
70553 

74150'* 



49; 

j£9^ 
til? 



Pafci erfe ; Co} tei^re»K^/ ; " ' ' " 

iil: «/f^SWlLt> l«TEStl«Eiil|Ct 
^*ati«nt 'I toi n»uraafieer f 
ABOCWM CO^LETE W/PA 'CHEST 



760.6: 
780.6; 

5ia.b 

573.9 
573;9 



239.0C 
101-pC 
'l99~ 



ioo.ou 



19.63 

7*U5 



cctj?RA£K6i; 

SERIAL 560, 



1OB.0C 



251;,S7 



7S9.-00 



DC 

;S2:W 
;199.p0 



4.25 
71-61 

;35.4if 108.67 



V30;85 - 

: /19&<*I 



■fi^oc 

8.87 
19?vti0 



•** Balance is • OVERDOr - Contact us or jse K^err^ 


i to cor^<^joa? >A6^CY >5 ' ' ; 


r Current 3^0J>iy« 


m^O Oays J W^HO Ddys | 120 DAYS ^ 


Total Balance | las. Pending 


PATIENTOUfe 






1 







or mission Hospr aeo; «ed^ct« , 

^ISSIO#i RcGJONH IHAG!«C CTR 
W RtSSION;; HQS? TRWm CTR; 
06 HISSJCW HO^ REG f^O XIr; 

os san cieMWE 

11 M ISS i UN Kfcttl OMAi. 1 MAG J lf& C 1 K 

12 COWflJH U t ORTHO>€I>IC NEO CIR: 



' ^^^^€^1%?^^^ - - - -- --- — — 



Make Checks Pay able To: 



DfUA-KRIC 
PC BOX 

MISSION Vl£ JO kCA- 92 



Billing Question* 



(©49) 348511 03 



Federal Tax id 



952662029 



02 NIS$tC»i RffilOtiAt IMPING CTB 

03 MISSION REGKWAl 1MAGIMG CTR 

bi; h i ss m ii^m ak * > 
05 MissioM vhos^ ii£6 Mi^ crii 

08 SAM CLEHeNrtE^Q^ H^;CTS; 

10 CJMtOEII "CROVEvtMASI Mfi tTR'. 
n MIS3IO>J R£GICWAL IHAClMG CTR 




M ake CHtcks Payablr To: 



Baling Questions 



(949)263-8625; 



Federal Tax Id 



952662029 




Health Net' 



P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800^839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 




MBattfc 



EXPLANATION OF BENEFTT8 



♦ THIS. IS NOI A BILL * 



RA Number : ! *2<*. 

Claim Id 
P roc © bb D ate 
Subscriber ID : 
Group Number U-. 
Subscriber Name : 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
FrbVitdjelr Name : 

JU ST I N H EKUAN, M r TV 
Provider ID 



i 09-30-2002 




08-06-02 
08-06-02 



PATHOLOGY 
PATHOLOGY 



$190.00 
$40.00 



$115.22 23 
$17.50 23 



$74.78 
$22.50 



fO.OO 
JO. 00 



$230.00 



$132 . 72 



$97. 28 



$0.00 



- Payment Summary - 
Billed . j $230.00 

Nonaliowed ; ^$132.72 

Allowed : «*" $97.28 

Member ' s Responslbi 11 ty .^--^-^ 
Coinsurance ■■? ""' ffrl9. ; 46 > 

Health Net Paid : $77."S2 



Hie member'* responsibility is for $19.46 

payable to JUSTIN H EKUAN, M. D . 

Services were rendered by a Health Net 
pre'ferr^:-prbvider. " We are glad to be of 
service to you. 



Description of NpnalloWed; Gpdes/Remarfce 



23 - The billed amount exceeds Health Net's contractual agreement, 
non- allowable amount is not the responsibility of the member. 



Remarks: P* 



Pavment^s) Issued To; 
Provider 95 

2002-Member Deductibl 
2002 -Family Deductibl 
2002-Member Coinsuran 



$77.82 



to Date 
to Date 
i to Date 



$1,000.00 
$1,173. #5 
$344.78 



Lifetime Paid: 



•SEE EXPLANATION OF CODES OH REVERSE SIDE 






rj^agiipsls: 



■■■£| r**^ T 



-v^fei 



Vital Signs on Transfer: Time 
Patient^ Condition: C&Stwle 



BP 



Transport Mod^/ 

Copt^ ^^ing notes fQ^?fmmnt Record 
ib^rsopal Effects Sent ^ffext of Kin l^otified 
i|JJfc£sfiital Notified Report given to: 



□ Unstable □ Critical Q Serious OFair 
gAfnbalance □ ACLS □ Faraipedic □ Private &0ttier 



□-Face Sheet 



RAYS 



Time 



PHYSIC^ CEIOT 

1 hereby certify that, based on the examination and information ^yaU^le to:me at trie time pjf transfer, the oitdical 
benefits rea5&natoy expeded to 

the increased risks involved in the patient's (and in ttie ca» of pregnancy/tb the unborn chitd% transfer process; 



^ — i — i .Ti-^-i-j.-.- - . ^-vrf-^ 



E5&" 





Date 



Transfer of fname of Patient): 

l understand ihat I have a right to receive d 

appropriate personnel, without regard to my ability to pajypridr to any traitsfer from ttiis hospital and tfiat I have 
a nghtto Ijeinfwtied of ^ that X have received medical scree ning, examinaUon, 

andevaluation by a physician, 

or otter appropriate personnel, and that I have been informed of the reasons for my transfer arid agree fa the 
necessity ot the transfer. 



Qr^PATIENT REQUEST FJOR^niAx ^ . v , 
This is to ocrti&that pao^whb-Kas..^ 
in this hospit^, isbeing^ repre^h(ative). I acknowledge 

(hat I have been informed of the risk and consequences potendally involved m 
continuing treatn^nt at this hospital and the aft^ 

the attending physician, and otKe^ *~" # * ™ A w^^tv..^ 

from all responsibility for any ill effects which may result from the transfer. 



Patient or Legal Representative Signature: \/ ^&r'*Q j^yy,-^ 
Witness Signature: ^ " y 




Date;^> / 



Time: 



PATIENT UA8EL 



San Ctemente ********* 
Hospital & Medical Center ^9*«^&**m 

PATffiNT TRANSFER AND 
CERTIFICATION FORM 



5 to ftp 2$r.fti R 

bow wo7/26oi 

woo . 




Health Net 

1FP / PPG 



M^P.O. Box 10196 
Van Ka^OV 91410^196 

1-600-839^2172 



September 2 5, 2002 



DONALD S ^FEUER 
m VIA TUNAS 
SAN ^GliE^ME 



GA 92673;-2737 



SUBJECT: SUBSCRIBER ItiAME DrtfaM.™ § F r 

SUBSCRIBER SSN: : ' " . GROUP - 9v 

:DS5PS^SJ OF SERVICE: -D;B#to7^tf^ EM 



BR0VII>B&: 



?01 



l iioo waiter Ave #21^6 * s^T 



/ 



Dear Kember;; 

■-RjSC0ip.b- of itte^ieal records. 



For in and out of hospital service 



MI* 



ANDREW C. KO, M.D. 
11X00 WARNER AVENUE, #216 
FOUNTAIN VALLEY:, CA 92708 
Office Phone ;{714) 545-7311 



DONALD FEUER 
10 VIA TUNAS 
SAN CLEMENTS; GA 



Page: l 

Charges or Payments After 
09-27-02 Will Appiear 
Oh Next Statement 




Date 



Description 



Document 



Charges 



Credits 



08-07-02 
08-08-02 
08-09-02 
08-09-02 
08-09-02 
08.-10-02 
08-10-02 
08-10-02 
08.-21-02 
08-23-02 
08-26-02 
08-26-02 

08- 26-02 

09- 03-02 
09- V n ~ 



INPATIENT, CONSULT; COMPLEX 110M 
H09P CARE - SUBS .HIGH COMPUC 35M 
COI&NQS 

PULSE GXIMBTRY;; MULTIPLE 
CONSCIOUS SEDATION 
COLONOSCOPY ,• BIOPSY (IBS) 
PULSE 0XIM8TRY; MULTIPLE 
CONSCIOUS SEDATION 
OFFIC^ VISIT ;i£ST PT-COMPLX 4,0K 
CHECK PAYMENT THANK YOU 
UPPER GI BNpOSCOPY^BJOPSY OlS) 
PULSE OXIMETRY; MULTIPLE 
CONSCIOUS SEDATION 
OFFICE ^VI SIT* 'EST PT-" 40M 
'"'HECK PA¥MRMT TT' 



uj • 



B020807A 
SO 2 080 BA 
B020809A 
B020809B 
B020B09C 
BO 2 081 OA 
B020810B 
BO 2 08 IOC 
B020821A 
B02082LA 

B020826C 
B020903A 
B020903A 



275.00 
150.00 

1200.00 
120.00 
120 . 00 

1300.00 
120.00 
120.00 
150.00 

~" 00: 

120. 

150 'i 00; 



-20.00 



•20 .00 
"told 



joxa 



«?t ha-.. 



n ♦ 



Sincerely, 

.Billing Departmeiit 



Current 


30 Days 


60 Days 


90 Days 


150.00 


4605.00 


0.0:0 


QvOO 1 



Total Detail 
Past Due 
Total Balance 



4755.00 
4605.00 
4 75 S. 00 



Balance Due 
4755.00 



COASTAL SURGICAL MEDICAL 

6$5 Csirniiip tie los Mares #301 
San Clement*, CA 92673 
<^9)3M^359 



OONfEUER 
10 ViaTunaa 
San demente, CA 92672 



Statement Oate 


Chairt Number 


Page 


09/18/2002 




1 




Make C^ecits Payable To: 



COASTAL S URGICAL MEDICAL 
665 Camino de ^ ios Mares #301 
San Ciemente. CA 92573 
(949)364-8359 





Date; of Last Payment:: 


Amount: O.OO; 


Previous B 


aiance: 0 00 










; Patient; DON FEUER 


Chart^Numb^: FEtlDOOOO 


Case: #1 




' Dates Procedure Charge 




Pafd By 
Guarantor 


Adjustment* Remainder 


09/07/02 99264 220.00 






22000 


09/08/02 99232 125.00 






125:00 



D9/O&02 93231 



8o;oo 




Amount Due 
42500 





AMCUM7 0US 


S 




| 630*00 


9/26/02 


patient-. FEUEFt*. DONALB 









ANESTHESIOLOGY, 

KCASE OSTACM AMD RmilW TtC TprtOKttQH OP MS STAIMfNT. WITH IKnm PAYMENT W THE CNOOStO BNEIOK. 'mETAIM TMC BOTTOM POmON KM WUR RECORDS 



RC McLEAN & ASSOCIATES, INC. 

eUSWESS SERVICES «W»«ITH CAW PHWID6JI3 



PACIFIC TIME 8 *30r 1 1 130 A> H« 
dmcE nouas ItOO- 4tOO F«M« 

Oiif off jc«,h«s tort M»d *he t4-«tfttf -*0Kvic««. ^^HMMf^' 



PUEASE DIRECT ANY QUESTI ONS REGARD I NO,' TH J S St ATEME TO t^O* H 
AT 760-632^6662 «00H536~2456 




Descniroow 



p1 1?$.; v " 



63a. 00 




1 f ' ■M^^ymm^^ 



630vOC 











































■"^{CJK..*, 






















.00 



OVfcB 00 OAVS 



»00 



,00 



630; 00 



MMt CHECKS KAVAMC TOi. 



BRIAN D» SHIT*, «.D. 

P»d, BOX 25033 

SANTA ANA»CA, 92799-5033 

760-632-4*62 800^-596^2496 



P Y 7227 



STM312 




Health Net 



31*00 OmwdJoia 

WOCOIIM H1U. CA 9I3<1 

Mdfe.P:«.'Baii*19). 
vto MuyvCA si«*n» 



P .O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER. 
l6 VIA TUNAS 

SAN CLEMENTE , CA 92673-2737 



EXPLANATION OF BENEFITS 



* I B I S -I S H O T h B I L L * 



RA Number 
Claim Id 
Process Sate 
Subscriber ID t : 
Groujp ^Nvwiber/- ; J 
Subscriber Name; 

DONALD S FEUBR 
Patient Name 

DONALD S FEUER 



08-14-2002 



■Provide*: ID 



Ntwm ! — . . . . 

RATORY CORP OF AMERICA- 




S.D 

I 



07-30-02 
07-30-02 
07-30-02 
07-30-02 
07-30-02 
07-30-02 



"PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 



$2.71 
$2. 71 
$2 . 71 
$12.53 
$2.71 
$2. 71 



;$0i00 
$0.00 
$0.00 
$2.53 
$0.00 
$0.00 



23 



$2.71 
$2.71 
$2 . 71 
$10.0O 
$2,71 
$2 . 71 



$0. 00, 

$0.00 

$0.00 

$0.00 

$0;0O 

$0,00 



$26 . OB 



$2.53 



523.55 



$0.00 



r Payment; Summary 



Billed 
Nona 1 lowed 

Allowed ' 

Member'^ 
Deductible 



The member 's^ r^ 
$26.08 payable ^Eo LABORMQRYOORP OF AMERICA-S.D. 

$2.53 Services were rendered by a Health Net 
$23.55 preferred provider. We are glad to be of 
eervice to you. 



Description of Nonal lowed Codes/Remarks 



23 - The billed amount exceeds Health Net's contractual agreement, 
nori- allowable amount; is not the responsibility o£ the member. 



2002 -Member; Deductible to Date $238.08 

2002 -Family Deductible to Date $293 .84 

2 002 -Member Coinsurance to Date $0 . 00 Lifetime Paid: $0.00 



'SEE EXPLANATION Of COOES ON REVERSE SIDE 




.km mmi' 



Net* 



matUlti IKM* CA tU<? 

MtJhP.aautua 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN: CLEMENTE, CA 92673-273.7 



EXPLANATION OF BENEFITS 



T H JS ZS N O I A B I L L * 



RA Number 
Claim Id 
Process Date 
Subscriber ID : 
Croup Number s 1 
Subscriber Name: 

DONALD S FEUER 
Patient Name: : 

DONALD S FEUER 

'Pi? 

LABORATORYJCORP OF AJ4ERI CA-S .0 
Provltt*g-ig^ - : 84-0161 1484 A 






08-01-02 



PATHOLOGY 



$12.42 



$0.00 



$12 .42 



$0.00 



$12.42 



$0.00 



$12.42 



$0,06 



- Payment Summary 

Billed *" 

Allowed . 

Member' s Responeibi lity 
Deductible : 



The member • s re sponsib^liity is f© r $12 . 42 
$12 . 42 pasab^e to LABORATORY IGORPi OF AMSRIGA-S ,D. 
$12^2, Services were rendered 1t>y : a Health Net 

'\ preferred: provider . We are glad to be of 
$12; 42 i service to you. 



2002-Kember Deductible to Date $277; 78 

2002-Family Deohictibie to Date $333.54 

2002 -Member Co iiiBuranc© to Date $0.60 Lifetime Paid: $0.00 



'SEE EXPLANATION OF CODES ON REVERSE SIDE 



llMOOmxri StM 

.WooiHuul Hint, CA M»T 

.iskis p.'o. »;u.»icj 
Vgn Naji, CA S WCMIBJ 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

l-800-839r2172 



DONALD Si, FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



* THIS IS NOT A B ILL * 



SERVICE DATES 
FROM/THROUGH 



type OF 
SERVICE 



BILLED 
AMOUNT 



RA Number 
Claim id 
Process Date 
Subscriber ID 
Group Number 
Subscriber Name: 

DONALD S FEUER 
Patient Name 



I 08-23-200* 

:• .;iv ' ------ 

: 9' , 




. LABORATORY CORP OR amrrtra-s.d 1 
Provider ID i / 



AMOUNTVSOOP 



ALLOWED 
■AMOUHT 



08-02-02 



PATHOLOGY 



$21.41 



$0.00 



$21.41 



$0,00 



$21.41 



$0 . 00 



$21.41 



$0.00 



Payment Summary ^ 
Billed " " ' : $21 . 41 

Allowed . . . i $2*1. 41 

Memberl' si Responsibility 
Deductible : 




The raembier'fl responsibility is for $2i."41 
payable; tab LABORATORY CORP OF AMERICANS . C. 
Seryieea -we're rendered by a Health Net: 
referred provider. We are glad td be ?©£ 
ervice to you. 



;2002-Member Deductible to Date $784; 42 

2O02rPamily Deductible to Date $840.18 

2002-Member Coinsurance tb Date $0.00 Lifetime Paid t $0.00 



*SEE EXPLANATION OF CODES ON REVERSE SIOE 



Mwt P.O. Be* 5101, 



IFP/PP O 

P-6. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S, FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



explanation of BENEFITS 



* THIS IS HOT K BILL * 



RA Number 
Claim Id 
Process Date 
Subscriber ID 
Group lumber ; H 
Subscriber Name: 

DONALD S FEUER 
Patient Name • 

IALD ■ S FEUER 
ivider Name 1 
LABORATORY CORP OF 
Ernvi rtegHEP— 



08-15t2O02 




SERVICE DATES 
FROM/THROUGH 



TYPE.OF 
SERVICE 



BILLED 
AMOilNT 



NONALLOWED 
AMOUKT/COOr 



AU.OW6D 
AMOUNT 



RICA-S.D 



COPAY 
AMQUMT 



07-30-02 
07-30-02 
07-30-02 
07-30r-02 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY" 
PATHOLOGY 



$2.71 
$16 . 11 
$10.73 
$12:42 



$0.00 
$11.11 23 
$3.56 23 
$0.00 



$2,71 
$5.00 
$7. IS 
$12 ; 42 



$0 . 00 
$0 . 00 

$0.00 

$0.00 



$41.97 



$14-69 



$27.28 



$0,00 



- Payment Summary - . 

Billed j $41.97: 

Nonallowed : $14. 69 

-^Allowed — - $27.26 

Member ' s Re sponsibi 1 i ty 

Deductible ' ■: " $27.28 



The member ' e respons ibility is . for $ 27. 28 
payable to LABORATORY COUP OF AMERICA- S.D. 
Service* Were rendered by a Health Net 
preferred provider . W»- -are; ■gl-ad-to be ©f 
service to you. 



Description of Nona l loved codes/ftemarks 



23 - The billed amount exceeds Health Net's contractual agreements 
non-allowable amount is not the responsibility of the member, 



2002 -Member Deductible to Date $265.36 
2 062 -Family Deductible to Date $321.12 

2002-Nember Coinsurance to Date $0.00 Lifetime Paid: $0.00 



'SEE EXPLANATION OF COOES ON REVERSE SIDE 



MlllCH«eil43^»-»>3»a3M3t3 




31600 Oxfl»d Since* 
WOOd&Ad Hlllt CA 9136? 

;Vapkhhiyi > CA>'l40^flO. 



IFP / PPO 

P;0; BOX 10223 

VAN NOTTS, CA 91410-0223 

1-800-839-2172 



DONALD S ... FEITER 
10 VIA TUNAS 

SAN CU2KENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



* THI S I S NOT A B I I» L * 



SERVICE DATES 
FROM/THROUGH 



type or 

SERVICE 



BILLED 
AMOUNT 



RA Number ; 
Claim Id ; 
Proceee Date i 
Subscriber ID : 
Group Number : 
Subscriber Name ; 

DONALD S FEUER 
Patient Name 

liap^ider Name 



08-27-2O0? 





LABORATORY CORP OF AMERICANS .D 



NGKALLOWED 
AMOUNT/OODE" 



ALLOWED 
AMOUNT 



COPAY 
AMOUNT 



08-02-02 
08-02-02 
08-02-02 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY 



$34.82 
$23 .15 
$21.41 



$0.00 
$6.45 23 
$21.41 114 



$34.82 
$16/70 
$0.00 



$0.00 
$0.00 
$0.00 



$79.38 



$27.86 



$51.52 



$0.00 



Billed : $79.38 

Nonal lowed : $27 . 86 

Allowed : $51.52 

Member ' s Responsibility r - ■ 

Deductible : $51.52 

Mon-^vered Chgs : $21 . 41 



The member * e responsibility ie for $72 . 93 
payable to LABORATORY CORP OF AMERICA- S.D. 
Services vere : ■ rendered by ' ■a;;:Heait3;:Nfefc 
;pre^rre^ j^ovider; We are glad to be of 
■ servi^e^^b o yen'. - — — — ~ — 



Description of Nonal loved Codes/RemarJcs 



23 - The billed amount exceeds Health Net's contractual agreement, 
non-allovable amount is riot the !■:■:re^pi9"8ib^ii;ty^•^:£' the member, 
114 - This charge has been previously considered or is; a duplicate service 
from the same day. 



2002 -Member Reduct iblis to Sate $881. 71 

2002-Family Deductible to Date $937.47 

2002 -Member Coinsurance to Date $0.00 Lifetime Paid: $0.00 



"SEE EXPLANATION OF CODES ON REVERSE SIDE 




tlM]«m71U5-«-Z639>0S7SM6 




Health Net* 



2*€D0 Ouuud Stmo: 

u^u«Md jam, ca ?u(jt 



P.O. BOX 10223 

VAN NtJYS, GA 91410-0223 
1-806^839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CI.EMENTE , CA 92673-2737 



EXPLANATION OF BENEFITS 



* THIS IS NOT A BILL * 



SERVICE DATES 
FROM /THROU GH 



TYPE OF 
SERVICE 



SILLED 
AMOUNT 



RA Number 
Claim Id 
Process Date 

Subscriber ID ; 
Group Number s v. 
Subscriber Name: 

DONALD S FEUER 
Patient; Name ; 

BRISTOL PARK MF nT 



xuU2240-I*i~ 

V. ^0* 



NOMALXOWEO 
AWOUMT/COOr 



ALLOWED 
AMOUNT 



SIC 

COPAV 
AMOUNT 



07-19-02 



RADIOLOGY 



$180.00 



$75.51 23 



$104, 49 



$0 00 



$180.00 



$75. 51 



$104.49 



$0.00 



- Payment Summary - The member' s responsibility is for $104. 49 

Billed ; $180 00 payable to BRISTOL PA^^^ 

Nona 1 loved ; $75 ^51 Services were rendered by a Health Net 

Allowed ; $104.49 preferred provider. We are glad to be of 

Member- s Responsibility Service to you. 
Deductible I $104.49 



Description q£ itfonallowed Codes/Remarks 



23 - The billed amount exceeds Health Net' e contractual agreement, 
non-allowable amount is; not the responsibility of the member. 



Remarks: ATTENDING PfiYSrCIAKf IS DR MORCOS NAOAR 



2002-Member Deductible to Date $160-25 
2002-Family Deductible to Date $1/041. 9(5 

2Qp2-Member Coinsurance to Date $0.00 Lifetime Paid: $0.00 



-SEE EXPLANATION OF CODES, OH REVERSE Slpf 





Health Net' 



ncnoMuMSviei , .. 

WMUlUrtd UliJI, CA SI36? 
VWiNwywCA »!<«»■«»» 



I PP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAM CLEMENTE, CA. 92673-2737 



EXPLANATION OF BENEFITS 



* THIS IS NOT A BILL + 



RA Number 
Claim Id 

Proceoo Date. : 08-30-2002 
Subscriber ID 
Croup Nunber 
Subscriber Name 

DONALD S FEUER 
Patient Name * 

DONALD S FEUER 
Provider Name . : 

SHELDON L 21DE^ 
Provider ID 




08-08-02 



RADIOLOGY 



$199.00 



$0,00 



$199.00 



$0.00 



$199.00 



$0.00 



$199 00 



$0.00 



- Payment Summary - The member's responsibility is for $199.00 

Billed : $199.00 payable to SHELDON L ZIDE, M.D. • 

Allowed $199. OO Services were rendered by a non-participating 

Member ' s Re Bponsibil i ty provider. 
.Deductible : $199 .00 ^&6r : tt h&/&£- slirvlce tso ptf. 



2 002 -Member Deductible to Date $763 .01 

2002-Family Deductible to Date $818. 77 

2 002 -Member Coinsurance to Date $0. 00 Lifetime Paid: $0/00 



'SEE EXPLANATION OF C0DES ON REVERSE SIDE 





I FP/PPO 

P,0, BOX 10223 

VAN NUYS; CA 91410-0223 

lr806-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTS, CA 92673-2737 



EXPLANATION OF BENEFITS 



* f HI S IS HOI A BILL * 



SERVICE DATES 
FROM/THROUGH 



TYPE OF 
SERVICE 



BILLED 
AMOUKT 



09^10-2002 

1 

9 



RA Number 
Claim Id 
Process Date 
Subecribetr ID ,; 
Croup Niimbe r 
Subscriber Name:. 

t&Mli> s fever 
Patient Name ; 

DONALD S FEUER 
Provider Name t 

BRISTOL PARK MKbiCAL GROUP » 
Provider ID : " " ' " 



NONALL0WED 

amou^/codt 



ALLOWED 
AMOUNT 



AMOUNT 



08-01-02 
08-01-02 



PROPSERVICE 
PATHOLOGY 



$13 1 .00 
$18,00 



$32.41 23 

$4,50 23 



$98.59 
$13,50 



$20.00 
$0, (XJ 



$149.00 



$36.91 



$112.09 $20.00 



Payment Summary - , 
Billed V $149. 00 

Nona 1 lowed ; $ 3 6 * 91 

Allowed $112; 09 

Member 1 a Responsibility 

Deductible s $13.50- 

Copayment : $20. 00 

Health Npt Paid : $78.59 



The member 's responsibility 1b for $3 3. 50 
payable to BRISTOL PARK MEDICAL GROUP INC. 
Services were rendered by :a : Health Net 
preferred provider* We are glad to be of 
service^ to you . 



Description or Nonalloved codes/Kema rice 



23 - The billed amount exceeds Health Net 1 s contractual agreements 
non- allowable amount is not the reepqneibility of the member. 



Remarks : MARK STOECKER MD 



Payment{s) l««»ied To: 



2 002 -Member 
2002- Family i 
2002 -Member i 



$78. 59 



ductible to Date 
ductible to; Pate 
r - surance to Date 



$173.75 
$1,055.46 
$20.00 



Lifetime Paid; 



$78.59 



•SEE EXPLANATION OF CODES ON REVERSE -SIDE 





Health Net* 



I FP /P PO 

P.O. BOX 10223 

VAN WJYS, CA 91410-0223 

1-800-839-2172 



DONALD S. EEUER 
10 VIA TUNAS 

SAN CLEMENTE , CA 92673-2737 



EXPLANATION OF BENEFITS 



* T H I S I S H O 3P A B J L L * 



SERVICEDATES 



TYPE OF 

.SERVICE 



BILLED 
AMOUNT 



RA Number : * 

Claim fd : 5.- 

. Process Data : 6^- 
Subscriber ID t 1 
ptouj* lOJiiifefer : 
Subeiriber Name i 

IK3NALP S FEUER 
Patient Warn© : 

DONALD S FEUER 
Provider Name 

PHILtIP A ROBI^ 
Provider ID ; 2 



MOMAUQWED 
AMOUHT/CU0E ,, 



ALLOWED 
AMOUNT 



AMOUNT 



• 1 



08-02-02 



PROFSERViCE 



$387 . 00 



$154.56 23 

— -$52-66 19 > 



$179.78 



$20:00 



66:- 



$207.22 



$179. 78 



00 



^ Payment Summary - 
Billed ' S38-7.00 

Nohallowed : $207.22 

Allowed . : $179.78 

Member ' .s ^ Rieiponaibiil^y 

Copayment ; $20. 00 

Health Net Paid : $159.78 



The member' s responsibility is for $20.00 
payable to PHILLIP A ROBINSON, M;D. . 
Sei^iees' were' rendered, by * llealth Net. 
preferred provider^ We are glad to be of 
service to you. 



| ™ : """" Delcriptioh "of Nonallowed Codes/Remarks ~ 

I . . 

23 - The billed amount exceeds Health Net's contractual. agreement, 
non-allowable amount is hot the responsibility of the member.' 

19 - Office visit„rej-jc„oded to match the diagnosis billed. Chargea. .reduced,, 
please i do not bill the member . 



Remarks: 99245 reduced to 99244. 



Payraent(s) Issued To: 

Provider 33-0783137 '.A- $159. 78 

2002-Hember Deductible; to Date $881.71 
2002-family Deductible to Date $1/041. 96 

2002-Member Coinsurance "to- Date $20.00 Lifetime Paid; $159. 78 



'SEE EXPLANATION OF CODES ON REVERSE SIDE 




Health Net' 



2i«GU OkwhI Stttert 
Miii: PC*. fta*f1Ct} 



IPP/EPO 

P. O. BOX 10223 

VAN NUYS , CA 91410-0223 

1-800-839-2172 



DONALD S, FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



SERVICE DATBS 
FROM/THROUGH 



TVPEOF 



BILLED 
AMOUNT 



EXPLANATION OF BENEFITS 



* THIS IS NOT A BILL * 



RA Number 
Claim Id 
Process Date 
Subscriber ID 
Group Number : i 
Subscriber Name: 
DONALD S FEUER 

Patient Naroe : 

D##LD S SEIJER 
Provider Name : 

EtLIOtt J WAGNER, K.D 
Provider ID : m " 



O8-O9-2O02 

1 * ^ ~ 



MO N ALLOWED 
AMOUNT/CODE* 



ALLOWED 
AMOUNT 



COPAY 
AMOUNT 



07-23-02 



RADIOLOGY 



$242/00 



$173 v 93 23 



$68.07 



$0,00 



$242.00 



$173.93 



$68.07 



$0,00 



Payment Summary - The iaemb^r r # re apone ib il i ty i* for $68,07 

Billed : $242 .00 payable %6 ELL IOTT, J WAGNER, M.D. . 

Nonkl loved : $173 .93 services were rendered by a Health Not 

Alibied ; $68.07 preferred provider. Ve are glad to be of 

Member* s ResponBibility .>,.';; > k s v service to you* 
Deductible : ($68vW 



TJeecriplibn ot Nonallowed Codea/Remarks 



23 - The billed amount exceeds Health Net's contractual agreement v 
non-allowable amount is not the reepons ib i 1 i t y of the member. 



20P2-kember Deductible to Date $214,53 
2002^Family Deductible to Date $27o;2Q 

2002-Member Coinsurance to Date $0.00 Lifetime Paid: $0.00 



« Mm 



"SEE EXPLANATION OF COOES ON REVERSE SIDE 




Health Net' 



iUM Cmtrt Sow 
WcMlud HUH, CA iiW 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS> CA 91410-0223 

1-800-839-2172 



EXPLANATION OF BENEF1T8 



* T H I S I S HOT A B ILL * 



DONALD S. FBUER 
10 VIA TWkS 

SAN CLEMEOTE, CA 92673-2737 



RA Number 
Claim Id 
Process,. Date 
Subscriber ID 
Group Number ; 1 
Subscriber Name:: 
DONALD S FEUER 

Patient Name : 
DONALD S FEUER 



08-17-2002 




08-03-02 
08-03-02 



SURGERY 
RADIOLOGY 



$101 



00 
00 



$29.63 23 
$70.15 23 



.37 
$30 . 85 



50.00 
50.00 



$340.00 



$89 . 78 




$0^00 



- Payment Siiraraary - The member 1 a responsibility la for $250.22 

Billed i $340.00 payable to KJCB^EL. T -'MlKlMii 

Non allowed : $89.78 Services were rendered by a Health Net 

Allowed ; $250 .22 preferred provider. We are glad to be of 

ManWr' a T>«gpH*clfo4 1 j fry _V Service to VOU. 

' ■ Deductible "■ - .:■ ■ : /?1$2SQ.. : 2* 



Description of Nona 1 lowed Code B/Remarks 



23 - The billed amount exceeds Health N©t ' si cpntracfcual.aigreeiaent, 
non-allowable amount -ie; not tHe xesponai^ility of "t&4 in<fMBber. 



2002-Member Deductible to Date $528.00 
2002-Pamily Deductible to Date $583.7(5 

2002-Member Coinsurance to Date $0.00 Lifetime Paidj $0.00 



'SEE EXPLANATION OF CODES OH REVERSE SIDE 




Health Nef 



.woaoiM mm, ca jus? 

lillfc P.O. Bat »|M ' 
Van Niiyi, CAM«»-»101 



IfP/PlO 

P.O. BOX 10223 
VAN NUYS, CA 91410- 
1-800-839-2172 . 



0223 



DONALD S. FEUER. 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



* THIS IS NOT A BILL ♦ 



RA Number : 
Claim Id : > 

Process Date : C 
Subscriber ID : .1' 
Group Number s 9k _. 
Subscriber Name; 

. DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name •: 

UN I LAB 
Provider ID V 



SERVICE DATS 
FROM/THROUGH 



TYPE OF 
SERVICE 



BILLED 
AMOUNT 



NONAULOWED 
AMOUNT/CODE* 



ALLOWED 
AMOUNT 



COPAY 
AMOUNT 



06-21-02 
06-21-02 
06-21-02 
06-21r02 



PATHOLOGY 
PATHOLOGY 
PATHOLOGY 
PATHOLOGY 



565 ,04 
519. 50 
$8.21 
131.50 



$53.34 23 
$19.50 37 
$0.69 23 
$20.50 23 



$11 . 70 
$0.00 
$7.32 

$11.00 



$0.00 
$0.00 
$0.00 
$0.00 



$124.25 



$94.23 



$30 .02 



$0.00 



- Payment Summary - 
Billed i $124.25 

Nona 11 owed • $94.23 

Allowed ... ? $30.02 

Member's Responsibility 

Deductible : $30.02 



The member's responsibility is for $30;02 
payable to UN I LAB. 

Services were rendered by a Health Net 
pref erred-providex- ■-' We :&a. gl»d- tix-*h»~-o£. 
service to you. 



Description of Nona LI owed Codee/Remarks 



23 - The billed amount exceeds Health Net's contractual agreement, 
non-allowable amount is hot the responsibility of the member. 

37 - The allowance for this procedure has been adjusted per coding and 
billing. guidelines. The non-allowable amount is not the 
responsibility of the member. 



2002 -Member Deductible to Date 
2002 -Family Deductible to Date 
2002 -Member .coinsurance to Date 



530.02 
530.02 
$0. 00 



LI fetirae. P aid: 



$0,00 



*SE£ EXPLANATION OF COOES ON REVERSE SIDE 




«NllNlSWl«S-SS>ttS3MimSS 



Health Net* 



J1600 Omiri Suttl 



P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 

AdjUB^cnt: p£ 20021 96-CC9- 117 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, • CA 92673 -2737 



EXPLANATION OF BENEFITS 



*' IHI S I S NOT A BILL 



RA Number 
Claim Id 

.;p ; :.roce3B Date _ 
Subscriber 11) 

Subscriber Nam«;<. 

DONALD S FEWER 
Patient Name 

■ 'DOSp©:j : '"iEEVER JR 
Provider 'Name : 

IirWftS3AOTO»>. Mvri 

Provider ID 



07-30*2002 





TYPE OF 


BILLED 
AMOUNT 


NOMALLOWED 
AMOUHT/CODE* 


ALLOWED 
amou*tt 


COPAY 1 


06-17*02 


PRGFSEItVfeE 


$65.00 
$85.00 


$29; 24 54 
$2?.;24 


$55,76 

$55 - 76 


$0V00 
$0.00 



Billed 
Allowed 



!CKo 'WeM^ $85^ 00 

: 585. 00 #ay^l^ ; 
.; $$y$i> 'Seiir| : q 5 0s vei©" rendered by ^ ^ 

ift^ ; f?e^&xe glad to be of service: to ypuv 



Peductible 



Desc^ip ti<m of JJonal loved Code s/Remar JtiT 



54 ~ Jtfi^:& RBRVS allowed r ■ wSa»^V '^tdfii^' ^'t>3Ciijfi[*- 




2002-Member D*du^tiBl«^16- ;Da*e: 
2 002- family Dedtuci^ble to Dat£; 
20C^-B1&^ CoinBurarace to Date 



555.76 
*85^78 
$0.00 



Lif etiWie Paid: 



$0.00 



•SEE EXPLA MAtlON OF COOK OH REVERSE SIDE 




PLEASE WBrTE : YOlia ACCOST W 

PLEASE OETACH A\D RETURN TOP PpfltlO^ WITH YOUR PAYMENT 



tO/17Z0S 



ililgl§ill£§iillll 

794>8 ' 



OQMAI.D FCUER 



DATE 



; CPT 



DESCRIPTION 



AMOUNT 



06/06/02 
08/06/02 
10/07/02 
10/07/02 
08/10/02 
08/26/02 



68307 
88313; 
849 
84 V 

8B305,, i* 
86305 



SjtfRQ:, .BAXHiit;#.Ei.--YC: 
SPECIAL STAIN 6RP II 
PPO PJWfUEHT 
ttRO DISALLOW 
ISOROP PATH«LtVEL IV 
SURG PATH : LEVEL W 



190.00 
40.00 
.77.82- 
132.72- 
.050.60 
525.00 




VOUR ACCOim MAS BEEN OUTSTANDING TOR 
SO DAYS fir INSUftANCI MAS BItteO, Ptfi/SSC 
COHTACT YOUR WRIER R 



$1594 46 



SERVICES REHOEKED vifff:\ 



N3SS10N PATWOU3ST MED ASSOC 
LAOUWA WOyil^ CA^»2eOT'*?0itC 



PRIKARY INS: 



HEAtTr-NET OtnttONS 



PHONE #: 
TAX ID : 
«£riWRI^d PHYSICIAN; 



949 643-3346 

S^M*04S* 

KO, A>£)R» 0269t 



Health Net' 



if p/ppo 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 

Adjustment of 



DONALD 5. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA. 92673-2737 



EXHIBIT 



EXPLANATION OF BENEFirll 



*■ THIS IS NOT A BILT 



RA Number ; 

Claim Id ; 

$r occ as Date i u^-ub-zyo; 

Reference Num. : 

Group Number ; * 

Subscriber Name: 

DONALD S FEUER 
Patient Name : 

DONALD S FEOEli 
Provider Name . r 

BRISTOL PARK MEDICAL HPOTIP twc 
Provider ID 



AMOUNT/CODE 



02-17-03 



PROrSKRVICE 



$84 . 00 



$22,67 23 



$61v33 



$20,00 



~" - Payment Summary • 

Billed ,:" $84 00 

Nonallowed : $22; 67 

Allowed $61.33 
Meiaaber-s Responsibility 

Copayment : $20,00 

Health Nat Paid ; , $41,33 



$84, 00 



$22.67 



$6133 



$20.00 



The/member's, responsibility 1b for $20. OO 
payable to BRISTOL PARK MEDICAL GROUP INC, 
Services were rendered fey a HeaitA^ 1^ 
pv%£^tSc^ypX:oy%&iiic^ We ; arei glad Jto ;to© of 
service to you . 



Description of Nonallowed Codes/Remarks 



23 - The billed amount exceeds Health Netvs contractual agreement^ 
non- a Llovrab le amount iaj not the respon^tiLity ■>-©£' ;m^^er r 



PaymehtXay Ieeuad: T6 ; 

Provider 95-2653450 A $41.33 

2003 -Member Deductible to Date $0.00 
2003 -Family Deductible to Date $0/Q0 

2003 -Member Coirisurance to Date $20.00 Lifetime Paid: $714> 16 



'SEE EXP LARATiON OF CODES ON REVERSE SIDE 




Health Net* 



IFF/ PPO 

P.O. BPX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 

Adjustment of 



DONALD S. FEUER 
10 VIA TUNAS 

SAN GLKMENTEi CA 92673-2737 



EXPLANATION OF BENEFITS 



* THIS IS MOT A B I LL * 



BILLED 
;AMoytrr 



04-08-2003 

RO0113254 

9220OA 



RA Number ; 
:Glaim ; -' rd . ; 
Process Date. 
Reference ; Nuin . •: 
Group Number ; 
Subscriber Name: 
DONALD S FEUER 

Patient Name : 

DONALD S EEUER 
Provider Name : 

BRISTOL PARK MEDICAL GROUP INC 
Provider ID : •'*•'; ,_ 



NONAOjOVyED:: 

AMduHf/coor 



AUjOWID 
AMOUNT • 



V5. 



Amount. 



03-20-03 



PROFSERVICE 



$84.00 



$21.67 23 



$62 . 33 



$25.00 



$j64v-0CX 



$21.67 



.33 



$25.00 



^ — ■^TTayraent Summary 
Billed : 
Nona 1 lowed > 

Member ' s Responsibi iity 

Copayment : 
Health Net Paid : 



The member re spon 6 i fci 1 i t y for $25. QO 
payable to BRISTOL PARK .MED I CAL 0IIOIJP IMG* 
Settees ^w0re rendered by a Health Kfet 
pr e £e rf ed provi der . We iare glad to be of 
sjeryice t0 you. 



00 
$21,67 
$62.33 

$25.00 
§37.33 



Description of Nqnal lowed codes/ Remarks 



23 ~ The billed amount exceeds riealtji Net's contractual agreement, 
no n- al lovab le amount i e not the re spon sib i list y of the member* 



Payment* si Is sued to; 

Provider 95-2653450 A $37.33 

2603 -Member fteduetible to Date $6-00 
2003 -Family Deductible to Date $0.00 
200^femb^r Coinsurance to Date $45,. 00 



Lifetime Raid: 



$751,49 



>& EE EXPIj^HATipN'pF?CbbES OH REVERSE SIDE 



EXPLANATION OF BENEFITS 



IFP/FPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 

Adjustment of 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



* THIS IS HOT A. BILL ♦ 



RA Number •': 

Claim Id *• 

Process Date •». 04-1^2003 

Reference Num. : 

Group Number 

Subscriber Name:: 

DONALD S FEUER 
Pati etit. Name : 

DONALD S FEUER 
Provider Name : 

BRISTOL PARK MBDTO m ™>0UP Ttfe 
Provider ID 




AMOUNiyOC^e'v .^f -^lAj^UNT^:';;-^^ y amount? 



02-27-03 
02-27-03 



PROFSERVICE 
PATHOLOGY 



$84.00 
$18. 00 



$22.67 23 
$4.50 23 



$61.33 
$13.50 



$20.00 
$0.00 



$102 , 00 $27.17 $74.83 $20.00 

- Payment summary - The member's responsibility is for $33.50 ~ 

Billed : $102 . 00 payable to BRISTOL PARK MEDICAL CllOUF INC:, 

Nona! lowed : $27 .17. Services were rendered by a: Health Net 

Allowed i $74.83. preferred provider. We are glad to be of 

Member's Responsibility service to you. 

Dfeductible ». $13,50 

Copayment : $20.00 

Health Net Paid •' $41.33 



Description of Nona 1 lowed Codes/Remarks 

23 - The billed amount exceeds Health Net's contractual agreement, 
non- allowable araoiunt is not the; responsibility of tbe member;. 



Payment ( 0) Issued TO : 

Provider .95-2653450 A- $41.33 

2003 -Member Deductible to Date $13 .50 

2003 -Family Deductible to Date $13.50 

2003 -Member Coinsurance to Date $20.00 Lifetime Paid: $14,871.58 



*SEE EXPLANATION OF Q0DES OH REVERSE SIDE 




21 l9««4*ttlU2MS>OttlMUtU17 



ClJEMENTE 



HOSPITAL /O MEDICAL CENTER 



February 14, m® 



RE: at . '"- 

Date of Service: 9/7/2002 to 9/12/2002 
Amount 32,772.73 



Dear Mr. Feuer; 

W^^ng for medfcai reeprtis from your physician, Dr Miehael Miyarrtoto 
witfi phon^ number 364-3S70, Pfea^ eairhirr. and ha 

can 




Mary Bleh Zalay 
Bu^hiss^de 
San Glemente Hospftal 
049) 4894941 



dispute with insurance company. 



months of disputes, and this also helped in 
delaying treatment. T ^ - ' 



paisiisl^l 

iMSl; itlliSP'i 



654 caminoae los Mare* SanXiemente. Cai^la 92673 {949)496^1122 



HOSPrrAt CO ^ l£DICAL center 



January 23, 2003 

Donald S. Feuer 

10 Via Tunas 

Sari Glimentei, Ga 92672 



RE: datg^of servfci* i/7/02 -9/1^02 
A^^ht: 

Amourit: 32,772.73 



Dear Donald f . 

I rwe just spoken to ^na ^ They are waiting 

for medical records from your preyioiis physician in order to process tlie claim. 

Aoc^inc£to?yo^i^ 

several times. As to date, no records have been received. Ttiey need these to 
determine If this was a pre-existing condition or pot. 

Rtease contact this doctor, If you havent Already, to assist us in getting this claim 
paid. I Attach 




Sincerely, 



San Oemente Hospital 
(949) 489-4941 



654 Camino deios Mares . san aem^fc.eatHwnta 92673 4949) 496*1 122 



VS*Cmm#M'to*M*m. 1949)4961122 
Sen Ck^ente. CA 92673 {949) 489-4803 



01/30/03 



DONALD FEUER 

TO WA TUNAS 

SAN GLEMENTE CA 92672 



DifaTOONALX) FEOEf 



Pie as o see remarks. The amount listed below is your account 
balance: 



Donald Feuer 



Patient Number, 
Dote of Service: 
Date of Discharge; 
Balance; 
Remarks: 



09/07/02 
09/12/02 
1422500 

YOUR INSURANCE MAS NOT PAID> 
PLEASE OONTAGT tHEM fHMEDiATEl^Tt) 
RESOLVE THIS MATTER, DEDUCTIBLE AND 
miNSURAMrF IS YOUR fl£SPON£IRILttY. 



Thank You for choosing San Clemente Hospital for your henHhcore needs. 



Don and Kathleen Feuer 

10 Via Tunas 
San dOTcntc,CA 92673 

April2,2001 

Health Net PPO 
Attn: BaibaraFowl ef 
i;i97tFoundatioft Place GPC2 
Ranchp Cordova, CA 95670 

Re: Sr^criber Name: I^nald S: Feuer 
Gro up , 
Claims: * 

Dear Ms, Fowler 

flvasefa : &yUc& iteiytp:x& ftoSfc; Dr, RotKcnb^^pn; Friday* March 2& 

2lKB^Jto;j^ claims have ™^ ^ haw contacted 

'^uftdfficcft^ with each and every request for ^ 

Secondly, the afore-mentioned claims are dated as early as July of 20 W 

outstanding; ' We (understand 

ete^howevef, we 

perform their duties. In addition^ 

j^ebeen calling ourtub^eto^ 

Pleasiepote^ a$r^iJe&^ 
we contracted yt^ feithvyefc ^ 

Therefore, please be aware that i f the cl aim s are not paid within 30 days of today's date, 
and if we are in any way damaged dne to the negligence on the partof Health hfefe;! will 
not ^itrtr^ 

claims, attorneys fees and other damages that may arise as a refiult of this serioiifi delay in 
handling our claims, 

If you have any questiona or commeiil3 concerning thi$ matte 
contact the undersigned. 




EXPLANATION OF BENEFITS 



Health Net' 



i fp/ppo 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 

Adjustment o* 



Donald s . fewer 

10 VIA TUNAS 

SAN CLEMENTE , CA 92673-2737 



* THIS IS NOT A BILL * 



09-23^2003 



RA Number 
Claim Id 
Process Date 
Subscriber ID : 
Group Number : 
Subscriber Name: 

DONALD S FEVER 
Patient Name : 

DONALD S FEUER 
Provider Name : 

BRISTOL PARK MEDICAL GROUP INC 
Provider ID V; 95 53 450 A' 




04-18-03 
04-18-03 



PROFSERVICE 
INTEREST 



$84. 

$1- 



00 
63 



$21.67 23 
$0. 00 



$62.33 
$1.63 



$25.00 
$000 



$85.63 



$21.67 



$63.96 



$25.00 



- payment summary - 

Billed t $85.63 

Nonallowed $21 .67 

Allowed : $63.96 
Member ' e Responsibility 

Copayment : $25 .00 

Health Net Paid r. $38.96 



The member's responsibility is for $25.00 
payable to BRISTOL PARK MED I CAE GROUP INC. 
Services ware- rendered by a Health Net 
preferred provider . We are glad to be of 
service 'to you. 



23 - 1 



Remarks: 



Payment ( 

J ' 

2003 -Men 
2 003 -Fas 
2 003 -Men 




*$EE EXPLANATION OF COPES! ON REVERSE SIDE 



(OSMSSMlSm 



EXPLANATION OF BENEFITS 



Health Net* 



P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-B39-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



• THIS IS NOT A B ILL * 



RA Number : 

Claim Id : 

Process Date .': 06-24-2003 

Reference Num. ; 

Group Number : 

Subscriber Name;: 

UONAXi & JllTER 
Patient Name -s 

DONALli^ fEUER 
Provider Name : 

BRISTOL PARK MTvyCAL GROUP INC 
Provider ID 




05-29-03 



PROFSERViCE 



$84.00 



$21.67 23 



$62.33 



$25,00 



$84.00 



$21.67 



$62.33 



$25. OQ 



The member's responsibility is for $25.00 
payable to BRISTOL PARK MEDICAL GROUP INC. 
Services were rendered by a Health Net. 
preferred provider . ' W» 'Ssiri glad to'tsev^f 
service to you. 



- Payment summary - 

Billed $84.00 

Nonalldved : $2 1.67 

Allowed ■ -4S$'&%- 
Member* s Responsibility 

Copaywent $25.00 

Health Net Paid : $37 .33 



! Description of Nonal lowed Codes/Remarks ~" 

23 - The billed amount exceeds Health Net's contractual agreement, 
non-al lovable amount is riot the responsibility Of the member. 



Remaz 



Payme 
Pre 

2003- 
2003- 
2003- 




*SEE EXPLANATION OF CODES ON REVERSE SIDE 



Mission Hospital 

STJ0SEPH 

-HtMJHStSUM 

27700 Medical Center Road 
Mission Viejo, CA 92691-9966 



StaiernGnt for services provided al: 

Mission Hospital Regions I Medical Canter 



DONALD FEUER 






08/26/02' 





DONALD FEUER 
10 VIA TUNAS 

SAN CI3E1MENTE GA 92673-2737 



21* 



ll l |..„l.l.ll,,l..lMl!.„t,llnJMll.lM.I 



MlllllMMllfll 



IMPORTANT MESSAGE ABOUT YOUR ACCOUNT 



THiiBIK ¥00 FOR YOUR "PAYMENT t SEOVfciBBlP TftJlUR 
ACCOUNT CURRENT, PLEASE CONTACT OUR 
CREDIT DEPARTMENT TO SET REGULAR 
MONTHLY PAYMENT ARRANGEMENTS . 



.. ^Questions -ab^.youi;,bill? , : . .-. 
PLEASE CONTACT: (949) 365-2197 



h«» VAT-,*-, ',...!■;> 

i'is * ',',.-.>,, i 



* ~- • r *2i ^ i 'i' , ■:l- 



"■•',1 $y-^r : - 



Balance :FdfWarcl 

-rtk^r' "'^i^r V;.:- 

' ■ ? VrS*. ■< 



66ft. 8 5 
-50.00 



ESTIMATED DUE FflOM INSURANCE 



AMOUNT DUE FROM PATIENT 



166-71 



450.14 



PHYSICIANS CHARGES ARE WILED SEPARATELY; 

ir . Waase refer tp^t»e back of foi* riaterrr^fbc qlhes important Ming information* . 



Plea** Pay 
Pay By Date >: 



4 50, 14 



Mission Hospital ^jp 



27700 Medical Center Road 
Mission Viejo. C A 92691 -9966 



CHARGE -MV 



> -«j , r * . — . *ri « f * ' • us t * turn! 



CARD 
NO. 



i i i i. i i i m 



□ 



F YOUR IMSUfWNCE OR ADDRESS HAS CHANGED 
PLEASE COMPLETE REVERSE SIDE AMD CHECK BOX 



ACCOUNT #: 13732102 

DONALD FEUER 

10 VIA TUNAS 

SAN CLBMENTE CA 926? 3 



CARDM01DER 

Hue- 

SK3»MTUr)E: 



Amount of payment: 



MAKE CHECKS 
PAYABLE TO: 



MISSION HOSPITAL REQ MEDICAL CTR 
Dept LA 21063 
Pasadena, CA 91185-1.063 



.Il....ll„|l...,ll.l...i! 



Mission Hospital ^jjp 

ST JOSEPH 

27700 Medical Center Road 
Mission Viejo, CA 92691-9966 



Mission Hospital Regional Medical Canter 



DONALD FEUER hi 
10 VIA TUNAS 

SAN CLEMENTE CA 92673-2737 

ll,L l ,l,| l ll, 1 |„,l„IL.| 1 ll 11 ,l„ll 1 l„,l 11 ,llll,n„ll 1 l 



PS 






DONALD FEUER 






08726/02 





IMPORTANT MESSAGE ABOUT YOUR ACCOUNT 



AN OUTSTANDING BALANCE REMAINS ON YOUR 
ACCOUNT AlTO WE MUST NOW TURN DIRECTLY 
TO YOU FOR ^KKNT IN <FUiiL- PLEASE 
CONTACT YOUR INSURANCE CARRIER OR 
•SUBMIT PAYMENT IN FULL TP AVOID FURTHER 
COLLECTION ACTION * THANK YOU. 



Questions about ycxir bill? 
PLEASECONTACT: (94^ 365:2197 



POSTING OATE 


DESCRIPTION 


AMOUNT 


,06/30/03 


Balance Forward 




616.85 


' ' * * ' < i 








'■"■»'' ^ f 








" ST^MENTOATE 


ACCOUNT BALANCE 


EST1WAT£D DUE FROM BVSURANCE 


AMOUNT DUE FROI* PATIENT 


; 07/31/03* \. 


616.85 ^ 


166.71 


, 450^14 j 



8*£ 



PHYSICIANS CHARGES ARE BILLED SEPARATELY. 
. r?)t*5$ retef to me back ptjhte,stotem#ryt fof<ath#r [mpottent.biniriB information,. _; : 



Pay By Dote >• . 



Mission Hospital ii 



□ 



ST JOSEPH^ 

HEAIT M 5Y511M 

27700 Medical Cent ©f Road 
Mission Viejp, CA 92691 

F YOURINSURANCE OR ADDRESS HAS CHANGED 
PLEASE COMPLETE REVERSE SIDE AND CHECK BOX 



ACCOUNT #; 13732102 

DONALD FEUER 

10 VIA TUNAS 

SAN CLEMENTE CA 92673 



CHARGE Mr Q 

nz 



□ 



CARD 
MO 



CARD EXPIRATION DATE; 



Mi ' 



CARDHOLDER 
NAME 

8I0MATVRE: 



Amount of payment: 



MAKE CHECKS 
PAYABLE TO: 



MISSION HOSPITAL REG MEDICAL CTfl 

C^LA21063 
Pasadena, GA91 1 B5-1063 

ll,f.M..tl...ftl..l ,llll„..l!... l ll..ll l ,..ll.l.. l ll 



Health Net' 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1^800-839-2172 



DONALD S . FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BEN El 



* THIS IS NOT A 



EXHIBIT 



RA Number : 

Claim Id i , . ^_ 

Process Date : 0^-30-2003 

Subscriber ID : 

Group Number : ; 

Subscriber Name! 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name : 

BRISTOL PARK MEDICAL GROUP INC 
Provider- ID 



09-04-03 



PROFSERVICE 



$84.00 



$21.67. 23 



$62.33 



$25.00 



$84.00 



$21.67 



$62.33 



$25.00 



~ - Payment Summary * . 

Billecl : $84.00 

Nonallowed : $21 . 67 

Allowed . : $62.33 
Member's Responsibility 

Copaymeht : $25. 00 

Health Net Paid : $37.33 



The member' s responsibility is for $25.00 
payable to BR I STOL PARK MEDICAL GROUP INC. 
Services were rendered by a Health Net 
'preferred provider. We : are glad to be of 
service to you. 



Description of Nonallowed Codes/Remarks 



23 - The billed amount exceeds Health Net's contractual agreement/ 
non-allowable amount is not the responsibility of the member. 



Remarks! ATN MARK STOECKER MD 



Payment { s) 
Provider 



Issued To :: 
95-2653450 



$37 .33 



2003- Member Deductible to Date 
2003- Family Deductible to .Date 
2003> Member Coinsurance to Date 



$13.50 
$13.50 
$95.00 



Lifetime Paid: $24>627.60 



•SEE EXPLANATION OF CODES ON REVERSE SIDE 



EXPLANATION OF BENEFITS 



Health Net* 



IFF/ PfO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAM CLBMENTE, CA 92673-2737 



* THIS IS NOT K B ILL + 



RA Number i. 

Claim Id : : 

Process Date i in-07-2003 

Subscriber ID : 

Group Number ; 

Subscriber Name: 

DONALD S FEUER 
Patient Name j- 

DONALD S. FEUER 
Pr.ov'i,d;er Name .?,.-.... 

BRISTOL PARK MEDICAL GROUP INC 
Provider ID 




09-12-03 



PROFSERVICE 



$35.00 



$9.28 23 



$25 . 72 



$25.00 



$35,00, 



$9.28 



$25. ?2 



$25.00 



- Payment Summary - 
Billed " . " 
Nonal lowed .: 
Allowed ; 
Member* 8 Re spons ibil ity 

Copayment -.: 
Health Net Paid : 



The member' s responsibility is for $25. 00 
payable to BRISTOL PARK MEDICAL GROUP INC. 
Services were rendered by a Health Net 
preferred provider . We are; glad to be of 
service to- you . 



$35.00 
$9.28 
$25.72 



.00 

$0^72 



Description of Nonal lowed Codes/Remprka; " '} 

23 - The billed amount exceeds Health Net's contractual agreement/ " ' 
non- allowable amount is not the responsibility of the member. 



Payment( s) Issued To: 

Provider 95-2653450 A $0. 72 

2003 -Member Deductible to Date $26,24 
,2003 -Fami ly Deductible to Date , $26 . 24 

2003 -Member Coinsurance to Date $132 . 74 Lifetime Paid: $24,628.32 



*SEE EXPLANATION Of CODES OH REVERSE SIDE 





Health Net" 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S . FEUER 
10 VIA TUNAS 

SAM CLEMENTS, CA 92673-2737 



EXPLANATION OF BENEFITS 



THIS IS NOT h BILL: * 



, in-07-2003 




RA Number 
Claim Id 
Process Date 
Subscriber ID : 
Group Number : 
Subscriber Name: 

DONALD S FEUER 
Patient Name % 

DONALD S FEUER 

BRISTOL PARK MEDICAL GROUP INC 
Provider ID. 

.4CbPAY ;:; :-- 

mm. 



09-12-03 



PROFSERVICE 



$35.00 



$9.28 23 



$25. 72 



$25.00 



$35.00 



$9; 28 



$25.72 $25,00 



. - Payment Summary - The member's responsibility 1b for $25.00 

Billed . $35.00 payable to BRISTOL PARK MEDICAL GROUP INC. 

Nona I I owed : $9.28 Services were rendered by a Health Net 

Allowed .. , . . $25 . 72 preferred provider . We are' glad to be of 

Member' s Re epons ibi 1 i ty service to you . 

Copayment $25.00 
Health Net Paid r $6. 72 



Description of Non all owed Codes/Remarks 

23 - The billed amount exceeds Health Net's contractual agreement, 
non- allowable amount is not the responsibility of the member. 



Payment(s) Issued To; 

Provider 95-2*53450 A $0.72 

2 003 -Member Deductible to Date $26.24 
2003 -Family Deductible to Date $26.24 

2003 -Member Coinsurance to Date $132.74. Lifetime Paid: $24,628.32 



'SEE EXPLANATION OF CODES ON REVERSE SIDE 

< <ntmt 




*U*2*JM0U5* M6M<$Et»*tM 




Health Ner 



I FP/PP0 

P.0 ; . BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAM CLBKENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



THIS IS NOT A. : B I VU ♦ 



RA Number : 

Claim Id : ; 

Process Date i 1 n- 07 -2 003 

Subscriber ID x 

Group Number : 

Subscriber Name: 

DONALD S FEUER 
patient Name : 

DONALD S FEUER 
Provider -Heme . s : 

BRISTOL PARK MEDICAL GROUP INC 
Provider ID 




NONAUOWED 



09^12-03 



PROFSERVICE 



$35.00 



$9.28 23 



$25. 72 



$25.00 



$35.00 



$9.28 



$25.12 



$25.00 



The member's responsibility is for $25.00 
payable to BRISTOL PARK MEDICAL GROUP INC. 
Services were rendered by a Health Net 
preferred providier. We are; glad to be of 
service to you. 



- Payment Summary - 
Billed ' " 
Nona! lowed : 
Allowed . . 

Member ' s Reeponsibi lity 
. Copayment -: 
Health Net Paid t 



$35.00 
$9 . 28 
$25.72 



00 
$0.72 



I Description of Nona 1 lowed Codes/Remarks 

23 - The billed amount exceeds Health Net's contractual agreement, 
non-allowable amount is not the responsibility of the member.. 



Payments s ) Issued To: 

Provider 9S-26S3450 A $0.72 

2003-Member Deductible to Date $26.24 

2003-FamI ly Deductible to Date , $26 . 24 

2003 -Member Coinsurance to Date $132. 74 Lifetime Paid- $24; 628. 3 2 



'S EE EXPLANATION OF CODES ON REVERSE SIDE 




EXPLANATION OF BENEFITS 



Health Iter 



I EP/PPO 

P.O. BOX 10223 

VAN NUYS, GA 91410-0223 

1-800-639-2172 



DONALD S. tEUSR 
16 VIA TUNAS 

SAN CLEWElrtTB, CA 92673 -2737 



* -PHIS IS NOT A BILL ♦ 



1.0-01-2003 



RA Number 
Claim lid 
j? roca Date? 
Subscriber ID 
Group *Jumber 
Subscriber Name ; 

DONALD S EEUER 
Patient Name : 

DONALD S FEUER 
£rovide^ \Name : 

BRISTOL PARK MEDir^ T ™>™™ INC 
Provider ID : . t , ■ - 



09-10-03 



PATHOLOGY 



Sis. oo 



$2^26 23 



$12>74 



$0.00 



$15.00 



$2,26 



$12.74 



$0.00 



^ Payment Summarry 

Billed V $15.00 

Nonallowed : $2*26 

Al^ov^d : $12 , 74 
Membei ■ a Responsibility 

Deductible : $12.74 



•The member' s responsibility is for $12.74 
payable to BRISTOL ^ pAl« pi&I^ GROUP INC. 
Services were rendered by a Health Net 
preierred provider, life are Jgla^ t<6 be of 
service to youv 



D^ecription of Nona l lowed Codss/Retnarks 



23 - The billed amount exceeds Health Net's contractual agreement, 
non- a libvrab le ^amount is not the responsibility of the r member . 



Remarks: ATTENDING MARK STOECKER 



2003-Member Deductible to Date $26.24 
2O03vFamily Deductible to Date $26.24 
2O03-Meraber Coinsurance t:o Date $107 . 74 



Lifetime Paid: $24,627-60 



tut tm/m 



"SEE EXPLANATION OF CODES OH REVERSE SIDE 




Health Net' 



IF P /PPG 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839.-2172 



EXPLANATION OF BENEFITS 



♦ T HI S IS NOT A BILL * 



12-23-2003 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTS v CA 92673-2737 



RA Number 
Claim Id 
P rocess Date 
Subscriber ID : ".' 
Group Number ' 
Subscriber Name.: 

DONALD S FEUER 
Patient Name * 

DONALD S FEUER 
'Provider Name :i ■ . ., 

CORAH HEALTHCARE CQRP OF SO CA 
Provider ID i 58-2006708 







MOUMT .'J 


. NONALLOWED 
• ; > AMOUNT/CODE' 


AMQWfp ; f ." %,.;; 


•>AMO0NT% 


09-25-03 
09-25-03 
09-25-03 
09-25-03 
09-25-03 

09- 25-03 

10- 07-03 
10-07-03 


HOMEHEALTH 
HOMEHEALTH 
HOMEHEALTH 
HOMEHEALTH 
HOMEHEALTH 
HOMEHEALTH 
HOMEHEALTH 
HOMEHEALTH 


$674.10 
$674.10 
$674.10 
$674.10 
$299.60 
$674. 10 
$90.00 
$3vii2.25 


$0.00 
$0.00 
$0,00 

sOloo 

$0.00 
$0.00 
$0.00 
$0.00 


$674.10 
$67410 
$674.10 
$674,10 
$299.60 
$674. 10 
$90,00 
$3, 112. 25 


$0.00 
$0.00} 
$0.00 
$0.00 
$0,00 
$0.00 
$0.00 
$0.00 



$£,©72.35 



$6,872.15 



$0,00 



- payment summary - As a Heaitfc Net member, you have no xurxner 

Balled ::; $6,872 .35 financial responsibility for this Claim* 

Wl lowed ; 96/872 .35 Services were rendered by a BeWfctfr Net 

He&ltli Net Paid : $6,872 35 preferred provider. We are glad to be of 

service to you. 




^S£E DCPLANATON OF CODES OM REVERSE SIDf 



EXPLANATION OF BENEFITS 



Health Net 



P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839^2172 



♦ THIS IS HOT A B ILL * 



12-23-2003 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMBNTEy CA 92673 -2737 



RA Number 
Claim Id 
Process 'Date 
^subscriber ID : *' 
Group Number : ' 
Subscriber Name: 
, DOJOtLB S FEUER 
Patient Name ; 

• DOMiD S JFEUER 
:Provi.der Name - . ,. 

CORAH HEALTHCARE CORP OF SO CA 
Provider ID t 58-2006708 A 




09.-25-03 
09r25-03 
09-25-03 
09-25r03 
09^25-03 

09- 25-03 

10- 07-03 
10-07-03 



HOMEHEALTH 
HOMEHEALTH 
HO MEHE ALTH 
HOMEHEALTH 
HOMEHEALTH 
HOMEHEALTH 
HOMEHEALTH 
HOMEHEALTH 



$674.. 10 
$674.10 
$674.10 
$674.10 
$299,60 
$674. 10 
$90.00 
$3/112.25 



$0.00 
$0.00 
$0.00 
SOiOO 
$0.00 
$0,00 
$0.00 
$0.00 



$674.10 
$674.10 
$674.10 
$674.10 
$299.60 
$674.10 
$90.00 
$3,112.25 



$0.00 
$0.00 
$0.00 
$0;00 
$0 00 
$0.00 
$0.00 
$0,00 



$6,872.35 $0.00 $6,872.35 $0.00 

- payment Summary > As a Health Net member, you nave no iurtner 

Billed : $6,872.35 finaritaal r^s}^ 

Allowed : $6,872 .35 Services were rendered by a Health Net 

Health ;Net Paid\ $6,872 .35 pref erred |>rovidei?. We if(j glad; to til of 

service to you . 



Billing for Home Health Care nurse which was actual 
sum. . ■ ■■ ■ .j;, •■ 


ly over a several month period paid for in one | 3; ■ ? 




''-^AAAAAAMAAAB AAc : f : :M ^ /AAAM > : .> •■, -MA-/-- . /-iW : §^iAAA< 




vAiA- AAAUAAA.^ ■ A A y . ' ^iW$X?' r: '-t ■ ■-: ■ 'i : A As AAtAA. - : - A 














'SEE EXPLANATION OF CODES ON REVERSE SIDE 



EXPLANATION OF BENEFITS 



Health Net" 



IFP/PPO 

P.O. BOX 10223. 

VAN MOTS, CA 91410-0223 

1-800-839-2172 



DONALD S. FKUER 
10 VIA TUNAS' 

SAN CLEMENTS , CA 9 2673- 2737 



* THIS IS NO I A BILL ♦ 



.iu-30-2003 



RA Number 
Claim Id 
Process Bate 
Subscriber: ID ; 
Group Number : 
Subscriber Name: 

DONALD S FEUER 
Pat lent Name : 

DONALD S FEVER 
Provider Name : 

LABORATORY C0P p ™ *«*ERICA-S,D 
Provider ID 













09-04-03 
09-04-03 


PATHOLOGY 
PATHOLOGY 


$22 . 16 
§16.29 


§7.39 23 $14.77 
$11.29 23 $5.00 


$6.00 

$0.00 



$38.45 $18.68 $*9w77 $0, 00 

r - Payment summary - "~ The member's responsibility is for 919.^7 r "~~ 

Billed V $38/45 payable to LABORATORY CORP OF AMERICA-S.D. 

Nonal loved : $18 , 68 Services were rendered by a Health Net 

Allbved : $19-77 preferred provider i. We are glad to be of 

Member f s Re»porjeibility service to you, " 
Deductible : $19>:77 



Description of Nonal loved Code s/RemarXs 



23 - The billed amount exceeds Health Net's contractual agreement, 
non-rallowable ampunt riot the respons ibilittyv of the^ member. 




2003-Member Deductible to Date $46 .01 

2003 -Family Deductible to Date $46 01 

2003 -Member Coinsurance to Date $152. 51 



Lifetime Eald: $24y628.32 



fsw <*v«> 



'SEE EXPLANATION OF CODES ON REVERSE SIDE 




Health Net' 



IFP/PPO 

P.O. BOX 10223 

VAN NUTS, GA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAM CLEHENTE; CA 92673-2737 



EXPLANATION OF BENEFITS 



* T HIS IS NOT A BILL * 



RA Number : 

Claim Id : , . ..... 

Process Data : 12-16-2003 
Subscriber ID : 
Group Number : 
Subscriber Name: 

DONALD S EEUEK 
Patient Name : 

DONALD S FEVER 
Provider: Name : 

SAN CLEMENTE H«SP & MED CTR 
Provider ID 



AMOUNT/CCJDF ' * « AMOUNT,^ • ... / ^lAMOO'NT, 



10-06-03 



OUTPATIENT 



$547 .62 



$136.90 23 



$410.72 



$.50*06' 



$547.62 $136.90 $410.72 $50.00 

- Payment Summary - " The member's respojisibiiity is for S410 . 72 

Billed : $547.62 p^able.; to SMI CLEMENIE -330SP ^& MED -CTRL 

Nonal lowed : $136.90 Services, were rendered by a Health Net 

Allowed : $410.72 preferred provider. We are glad to be o£ 

Member' a Responsibility eervice to you. 

Deductible : $360. 72 

Copayment *. $50.00 



Description of Nona! lowed Codes/Remarks 



23 - The billed amount exceeds Health Net"* e contractual - agreement., 
non-allowable amount is not the responsibility of the member. 



2003 -Member Deductible tb Date 
2003-Family Deductible to Date 
2003 -Member Coinsurance to Date 



•SEE EXPLANATION OF CODES ON REVERSE SIDE 



m»<wm 



M19KISMI13S4' MB15231»M565 




P.O. BOX 10223 

VAN NUYS, CA 91420-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN GLEMENTE , CA 92673-2737 

SERVICE 6*TES **?r*\ <V*-1*Pfr'OF T5#r. • BILLED 

^^^iMm&WmJ'-^-^ vV. *»ahce'.&* • '.' < '"I- H AMOUNT' 

10-22-03 PROFSERyiCE 



EXPLANATION OF BENEFITS 



* THIS IS MOT' A BILL * 



RA Number " ; * 

Claim Id 5 

Process Date : 12-02 -2003 

SubB£ ID : 

Croup Number : 

Subscriber Name: 

DONALD S FEUER 

Patient Name : 
DONALD S FEUER 

$ ro vider 3 Name : 

NAV3Y0T GUJRAL ~. M;D. 
Provider IP i ^ m 

" NOHALLOWED C o ' ^ ' AU^WElfe^ ; " CO&Y V; 



$335.00 $153. 6ft 23 $181.40 $25.00 



$335. 00 $153.60 $181 .40 $25 .00 

- Payment Nummary - " Tite member s responsibility for ?25>oo 

Billed : $335 . 0Q payable to NAVJYOT GUJRAL, M.D. / 

Nonal lowed : $153 * 60 Seryi ces were r ende r&d by a Health Net 

Allowed : $181.40 preferred provider- We are glad to be of 

Member 1 s Responsibility service to you. 

Copaymerit ; $25; 00 

Health Net Paid : $156. 4a 



Description of Nona 1 1 owed Code s/Reraar k s ~" 

ii r The billed amount exceeds Heaitn Net ' s contractual agreement, 
non~ allowable amount is hot the re eporisibi li ty of the member* 



PaymentX s) Issued To; 

Provider 33-0962846 B $156*40 

2003-Memb6r Deductible to Date $1 , 000 . 00 
2003-FamiIy Deductible to Date $1,074.04 

2003 ^Member Coinsurance to Date $3,628. 59 Lifetime Paid: $33,880 .80 



•SEE EXPLANATION OF CODES ON REVERSE SI0E 



MAKE CMFXKS PAYABLE TO: 



MVEP MEDICAL GROUP M33 
PO BOX 6600* 
ARCADI Aj CA 91 066-0099 

PHYSICIAN: BRIAN J BEAR1E,MD 

0Ff=lCE H0URS: MON^^ 6:30AM -4^1^ P.S.T. 



ADQH£SSEE: 



ftBMOTKTO • »**'• XG0132SA. J-BMH »Z6 .... 
#BX2Q031031OC>4Sr 40(>00i*44« C^' OOll C082 

II,I... ) |,I,1I„L 1 UI,mI,II»,I..II.I.„| 1 ..IIII„ 1 .,IM 
DONALD FEUER 
10 VIA TUNAS 

SAN CLEMENTE , GA 9267^737 



m 



C*tt*T 




tAJtOMMBeft 




ttONJtTUHE 


;<Uft.MTT 






12/09/03 j| 

A SERVICE FEE WILL BE CHARGED FOR ANY 
CHECK RETURNED FROM THE BANK UNPAID, 


j 388.00 

AMOUttTPAJD 

* 




ft£M(T TO: 


® 



ii.in.hiiiiM..iin.ii..ii.Mii,..i.t..i.i..i.i..i.i....i.ii 

MVEPMEDICAL GROUP' M33 
PO BOX 660099 
ARCADIA, CA 91066-0099 



STATEMENT 





STAraMSEKTf DATE 




TAx IP Np; 


PAGE 




12/09/03 


DONALD FEUER 




1 of 1 



DATE 



PS 



EXAM CODE 



CODE 



AMOUNT 



S3 
23 



813 



EMERGENCY PHYS3GIAN SERVICE 



38&00 
32LOd 




i 









PS - PLACE OF SERVICE 

c8^oCffr>AriEMT a-.m^^B^y\mim^ 



MVEPMEDICAL GROUP M33 



BALANCE DUE 



TOR BfLUMO INOinWES CAiL 
OFRCE HOURS: 



BRIAN J BEARIE, MDf 
TOLL FREE 1r877S34«lS45S 
MON-FR1 8:30AM> 4;30PM f P.ST, 



EMPLOYER: BELL4TEL 

PRIMARY INSURANCE: ,H EALTH N ET OPTIONS P 

SECOWDAAYIKStlRAtKE: 



this oocufc^eoNTAiwB PRCrrecrr^ 

PORTASMTY ANO ACCOUNTAS1UTY ACT ; W YGV ARE KOt I HE rJTENUfcO ; RBCIIKIEH T< YOU ARI= MfcHfcHY NOTV3E&TMAT ANY UiSSfcM WTIUNj, v . 

WETWBLmOW Of* OOPyiWOFT^COM^ 
(MMEOiAmY BY mOWNE ANDREiWRN^Oftia^ 

C0<5PERATJO& PX>;BOXe$imABCAO»A, 
CALIFORNIA, 



MVEP MEDICAL GROUP M33 
P © BOX 660099 

ARCADIA, GA 91066-6099 You ir Insurance carrier- applied , bur 

charg.es .ta your deductible - You are 
>nn "V ' " responsible for/this balance . 



ACCOUNT NO; 



STATEMENT DATE 11/24/03 



DONALD FEUER 
.10 VIA TUNAS 
'SAN CLEMENTE, GA 92673 



INSURANCE : HEAT.TM: NET OPTIONS P 

POLICY ID: 

BtRTHlMTE: 



DATE 



PATIENT 



D^CRIPTION 



10/31/03 DONALD ;9926S EMERGENCY^ PHYSICIAN SE 

ATN bk:. BEARIE, BRIAN J> MD REF Dft: 

10/31/03 DONALD ^760^26 N<M*On^E^ PULSE OXIM 

ATN DPt!:" BEARIE, BRIAN J, MD '" rREF- -DFi.r 

11/24/03 DONALD 813 " COWTRACTflAL AJXFUSTMENT 



AMOUNT 

388 . 00- 
32vO.Q: 
32.00- 




TOTAfc CtniRENT $38€t;00 



GRACE 




C' 0 B A M 

H ti k i» t a c a -« 



owe 



EJH 



DATE; 



T2/2(WD,3 
PACE 1 



DONALD FEUER 

10 VtA TUNAS 

SAN GLEMENTE CA 92673 



PATIENT NAME AMD ADDRESS 



invoice 




CLAIM 



DATE OF 



ACTIVITY 



DIRECT INQUIRIES TO — 



BALANCE DUE FROM 



OWSGIMAL 
BAUWtCE 



DATE LAST 



ADJUSTMENT AMT 



INSURANCE 



PATIENT 



MS 



10/07/03 



^6, B 72. 35 



Home Health Care 



• 



6,872.35 



REFER TO -REVERSE SIDE FOR STATEMENT EXPLANATION 

PiJ^SE REMIT p* 

PUSASC RSWiT T>»;SfiCTlpM' ViSTH ;£*YM0*T 



REMIT TO AOORESS: 



JDIV: 



OOCrtS 



-CMR: 



EJH 



PATIENT INFORMATION 




PLEASE CHARGE $ 
TQ: Q VISA 
ACCOUNT NUMBER: 



MASTERCARD O DISCOVER 



QF MY BALANCE 
^'AttE^GAiN 



'IP**- 



EXPRESS 



mi? 



EXPIRATION DATE: 



SIGNATURE: X.. 



5 # 

H^aithNef 



DONALD FEUER 

OR LEGAL REPRESENTATIVE; 

10 VIA TUNAS 

SAN GLEMENTE, GA92673: 

RE: 

Dates of Service: 10/31/2003 - 1 1/10/20b3 ; 

Provider Billed Arrit .$ 46.429.79 

Health Net has ensued the sero^ 
audits arKt medical ro^ 



An audjofy^ 

thank you in advance for your cooperation. 



Sincerely, 
Sandra P. Hudson 

Director, Claims Management 



Health Net 



IF P/PV6 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-909-3447 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFITS^ 



* THIS IS NOTIA BILL * 



RA Number 
Claim Id 
Process Date 
subscriber ID : 
Group Number ■:. 
Subscriber $&mx 

DONALD S FEUER 
Patient Name i 

DONALD S FEUER 
Provider Name i 

MISSION H0SPI™L 
Provider ID : 



CTR 





10-31-^03/11-10-03 INPATIENT 

10- 31-03/1 1-10-03 ANCILLARY 

11- 10-03 INTEREST 



^ilBiiiiii^Mi 



$16,400.00 
$3 0:029. 79 
$496.86 



?4,919.99 23 
J9,008.94 23 
$0.00 



n 1,480. 01 $250 
?2 1,020. 85 $0 
$49* 86 $0 



.00 
.00 
.00 



$46, 926 .165 $13 , 928 . 93 



$32, 997 . 72 $250.00 



-t Payment Summary - 
Billed ^: $46,926.65 

Nonallowed v t $13,928.93 

Allowed , : $32,997.72 

Member* s Responsibility . 

Deductible : $377.95 

Copayraeht""' i ' $250700 

Coinsurance ; $2, 15.5; 51 

Previously Paid ; $6,466.54 
Health Net Paid i $23,747.72 



TThe member's responsibility is for $2 ,783 . 46 
payable to MISSION HOSPITAL REG MED CTR. 
Services were rendered by a Health Net 
preferred provider. We are glad to be of 
service to ; you... 



Description p£ NpnaMQwed Godes/i^arJts 



ZT~= — The billed amount exceeds Bealth Net's contractual agreement; 
non-allowable amount is not the responsibility of the member. 



Remarks: ADJUSTMENT TO CLAIM #2003325-CL6-007 

* INTEREST PAID AMOUNT REPRESENTS $15 PER CLAIM OR 

15 .% PER ANNUM, AS. INTEREST PAYMENT 

TO COMPLY WITH THE PROMPT PAYMENT LEGISLATION. 

Payraentfs) Xscnaed TO: s ■ - 

Provider 95-1643360 A $23^747.72 

2003 -Member Deductible to Rate ;$l,000.00 
2003 -^Family Deductible to Date $1,626.14 

2003 -Member Coinsurance to Date $4,000.00 Lifetime Pa^d: $67, 389 . 79 



'SEE EXWANXTION OF CODES ON REVERSE SIDE 





IFP/PPO 

P.O. BOX 10223 

VAN NUYS, (2X 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



* THIS IS: NOT A BILL ♦ 



RA Number 
Claim Id 
Process Date 
Subscriber- ID s : 
Group Number : 4 . 
Subscriber Name: 

DONALD S FEUER 
Patient: Name : 

DONALD S FEUER 
Provider Name ; 

BRISTOL PARK MEDICAL GROUP INC 



12^09-2003 



Provider ID 




li 



10-31-03 



PROFSERVICE 



$280.00 



$151.17 23 



83 



$0.00 



$280.00 



$151.17 



$128 83 



$0. 00 



Payment Summary - 
Billed : . $280. 00 

Nonal lowed : $151.17 

Allowed • $128.83 

Health Net Paid i $128.83 



As a Health Net member, you have no further 
f inanci al responeibi lity for this claim .- 
Se^icjee were rendered hy' a Health Net: 
preferred provider^ We are glad to be o£ 
service to you. 



Description of Nonal lowed Codes/Remarks 



23 - The bi lied amount exceeds Health Net ' s^contractual agreement, 
hpn-allowable ^puht is cttot; the responsibility pf " the member .. 



Payment (s) issued To: 
Provider 

2003-Member Deductifc 
2003-Family Deducti 1 
2003-Nember Coinsui 



$128.83 



to Date 
to Date 
to Date 



$lv0O0.00 
$1,074.04 
$4, 000; 00 



Lifetime Paid: $35, 730.68 



'SEEEXP^ 




Health Net' 



P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENfE, CA 92673-2737 



EXPLANATION OF BENEFITS 



* T H I S IS NOT A BILL * 



12-16-2003 



RA Numfcier 
eia^rri Id 
Process Date 

SuteBC^l^r Name : 

1^>8^I& S FEUEK 
P atient: $Sme : 

eiNpK ^S FEUER 
P r ovid^r Name : 

, DIGITAL AND RAD IMAGING ASSO 
Provider ID 



NONAUOWED ; 
AMOUNt/ppOP 



AMOUNT 



AMOUNT^ 



10- 31-03 

11- 01-03 
11 tO 1-03 
11-01^03 



RADIOLOGY 
RADIOLOGY 
RADIOLOGY 
RADIOLOGY 



$30. 66 
$214.00 
$210. 00 

$30. 00 



$6.00 
$0.00 
$000 
$0 . 00 



$30.00 
$214.00 
$210.00 

$30.00 



$6.06 
$0.00 
$0.06 
$0.00 



$484.00 



$0.00 



.00 



$0.00 



^ Payment Summary - 

Billed ' $484.00 

Allowed : $484.00 

Health. Net Paid ; $484.06 



As a Health Net member, you have no further 
financial 're#^iisibility'':tpr this, claim. ' 
Services were rendered By « Health Net 
preferred provider, we are glad to be of 
service to you . , _ tJ _ ' , ,., 




Remarks: ,P KIM> 



Payment! s) Issued To: 
Pr0yi3er. 9^-2662029 B $48*.-op: 

2003 -Member Deductible to Date $1,000. 66 
2003 -Family Deductible to Date $1,074.04 

2003 -Member Coinsurance to Date $4,000.00 Lifetime Paid: $36/461. 78 



'$E£ EXPLANATION . OF COOES ON REVERSE SIDE 




Health Net" 



IFP/PPO 

P.O. BOX 10123 

VAN MTXS/ CA 91410-02 23 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEKENTE , CA 92673-2737 



EXPLANATION OF BENEFITS 



THIS IS HOT A BILL * 



i ll-io-200^ 

: r 



RA Number 
Claim Id 
Process: Oats , i 
Subscriber ID : 
Group Number : 
Subscriber Kane: 

Dii| S FEUER 
Patient. Name 

DONALD S FEOER 
Provider Name : 

BRISTOL PARK W^UCAL GROUP T VC 
Provider ID . 



11-01-03 



PROFSERVICE 



$72.00 



.35 23 



$38.65 



$0. 00 



$72.00 



$33 . 35 



$38.65 



$0.00 



- Payment Summary - 
Billed ; $72.00 

Nona 11 owed : $33.35 

Allowed : $38.65 

Member' sRespoheibility 

Deductible : $38.65 



The member' s responsibility is for $38.65 
payable to BRISTOL PARK MEDI CAL GROUP INC. 
Services were rendered by a Health Net 
preferred provider:. r W#'1*re -: glad to be of-' 
service to you , 



Description of Nona l lowed Codes/Remarks 



23 - The billed amount exceeds tieaitn Net' 8 contractual agreement,, 
non-allowable amount is. riot : the responsibility of rtember ; 



Remarks: R.APPEL M.D. 




'SEE EXPLANATION OF.OOOES'ON REVERSE SIDE 




Health Net 



I FF / P P O 

P.O. BOX 10223 

VAN NUYS, CA 91410^0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS , 
SAN CLKMENTE, CA 92673-2737 




EXPLANATION OF BENEFITS 



* THIS IS NOT A BILL ♦ 



RA Number : 
Claim Id : 
Process Date 12-09-2003 
Subscriber ID : ? 
Group Number : 
Subscriber Name;: 

dosald ;s FEUER 
Patient Name : 

DONALD S FEUER 
Provide it Name 

NAVarOT GUJRAL. M.D. 
Provider ID ; 



11-01-03 
11-02^03 
11-03-03 



PROFSERVICE 
PROFSERVICE 
PROFSERVICE. 



$226.00 
$165,00 
$165.00 



$122.91 23 
$82.55 23 
$82,55 23 



$103.09 
$82 . 45 
$82.45 



$0.00 
$0.00 
$0,00 



- Payment summary - ~ 
Billed f $556.00 

Nona! lowed • $288.01 

Allowed -i- $267 .99 

Member' s Responsibi li ty 

Coinsurance : ? $66.99 

Health Net Paid : $201 .00 



$556.00 



$288.01 



$267.99 



$0.00 



"ine members responsibility is for $66.99 
payable to navjyot ^RAL; Jti©;., 
Services were: rendered by a Health Net 
preferred provider. We are glad to-, be of 
service to you. 



Description of Nona L lowed Code a/Remarks 



a - The joaiiea amount exceeds aeaitft Net e contractual agreement, 
non-allowable amount is not the responsibi lity of the member. 



Payment(s) issued To: 

Provider ^H096t846 # $201*00 

2603-Mjeii^ier iieductibie to Date $1. 000. 00 
2 003 -Family Deductible to Date 41*074.04 
2003 -Member Coinsurance to Date $3,955.99 



Lifetime ORaid^ $34,851./35 



mi <*/•> 



"SEE DCPLANATKJM OF XX)DE6 ON REVERSE SIDE] 



EXPLANATION QF BENEFIT* 



Health Ntr 

IPP/PPO 

P.O. BOX 10223 

VAN NUYS, GA 91410-0223 

^-80$^39f-2l£2 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTS/ OA '92673^2737 



* T H I S I S -.A B ILL ■* 



12-02-2001 



RA Number : 
Claim Id 

Subscriber id ; 
Group Nt^£r : 
Subscriber Name; 

JXmdp S FEUER 
Patient Name ;.; 

^covi^Bi^ Name : 
" ;DENf SE 1a: HftKtl^OH , M.D 




11-04-03 



ANESTHESIA 



$800.00 



$410.00 23 



$390,00 



$0 00 



;$BOQ ? ;0O 



$410,00 



do 



-Payment Summary - 
Billed * \ 

^n^lo^eai i J 

Mombar ' "m: ^ie^ns^b±li^y 

Health W£t BSid s; < 



>Q0 
•00 

,50 



The membe r ' s vx» spons ibil i ty is for $97 . 50 
payable t^DENESiLA; ™ 
Sewicfcs *6£e ref3^ ifcjijfe^^^ 
#re ; J&^e& pi&vld&r . We are glad Jfo^iSfe 0$ 
titfaNStc.* to ybti * 



D^^ip^l^n o^i Konal lowed Codes/Kemarke 



23 - The billed amount exceeds Health Wet T s contractual agreeta***fcr 
non-allowable a&oimt is not thfc riesponsJ^ility ^ the member. 



Ba^itent{ 
Frovid 

2003-llettv 
2003 -Fam 
2003 -Mem! 



During 3rd hospitalization in Nov. 2003 



III! 





• 


: ;. 

































^11 



W4M 



it 




*$E£ DCPlAHAtlON OF CODES ON REVERSE SIQE 





Health Net' 



F.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE , Cft 92673-2737 



EXPLANATION ©F BENEFITS 



* THIS IS NOT A BILL * 



12-02-2003 



RA Number 
Claim Id 
Process Date 
Subscriber ID : 
Group Number : 
Subscriber Name : 

DOMfilip S CTUrat 
Patient Name ; 

DONALD S FEUER 

Provider Name •; 

BRJST0D PARK P^-UCAT. C»OTtx» t«« 



11-04-03 



PR0FSERVICE 



$72 .00 



$33.35 23 



$38,65 



$0;00 



$72.00 



$33.35 



$38. 65 



$0.00 



"' v Payment Summary - 

iSimed s-"'" $72.00; 

Nonallowed : $33 .35 

Allowed : $38. 65 
Member" e Responsibility 

GdinBurajice " :" ' $9. 66 

Health Net Paid :. $28.99 



Tho member's responsibility ie. for $9.. 66 
payable to BRISTOL PARK MEDICAL GROUP INC. 
Services were rendered by a Health Net 

! pV9f0t^^;^^i<3ieT^ We --are glad to be of 
■6eryic«; ' tor you. 



: Description of Nonallowed Codes/Remarks 

* ,. . . f . •' 

23 - The billed amount exceeds Health Not - a contractual agreement:, 
non-allowable ^6utft is not 1Ae responsibility ^ member. 



Remarks : MARK ST0ECKBR MD 



Pa 



20 
20 
20 



Hosp. Nov: 2003 




•SEE EXPLAHATtON OF COPES ON REVERSE SIDE 



2ll61*9*ttl35« P0S7774MHS6& 




Health Net* 



IFP/FPO 

P.O. BOX 10223 

VAN NUYS, CA $1410-0223 

1-800^839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

BAN CLEMENTS, CA 92673-2737 



EXPLANATION OF BENEFITS 



* THIS 13 NOT A BILL * 



RA Number : 
Claim Id- : . 

Process pate : 12-09-2Q03 
Subscriber ID '~~ 
Group Number : 
Subscriber Name : 

DONALD S FEUER 
Patient Name 

DONALD S FEUER 
Provider Name :. 

AHMAD M SHABAN, N . 15 . . W 
Provider ID 




11-06-03 
11-07-03 



PROFSERVICB 
PROFSERVICB 



>230 
5200 



00 
00 



$126.91 23 
$117.55 23 



$103.09 
$82.45 



10.00 
$0.00 



$430. 00 



$244.46 



$185.54. 



SO.OO 



■ - Payment Summary - 
Billed : $430.00 

Non allowed : $244.46 

Allowed : $185.54 

'MeBii-r} ? i*. Responsibility 
' iGolnsurihce . : $46. 38 
Health Net Paid' ; ' 5 139 . 16 



The member's responsibility is for $46.38 
payable to AHMAD K SHABAN, M.D. ,. INC. . 
Services we're, rendered by a Health .Net 
preferred: provider. We are glad jto be of 
service to you.. 



Description of Nonallowed Codes/Remarks 

23 - The billed amount exceeds Health Net' s contractual agreement, 
non-allowable amount is not the responsibility of tHe member. 

i 



Payment (8) Issued To: 

Provider 95-3779222 A $139 .1(6 

2003 -Member Deductible to Date $1 > 000.00 

2003 -Family Deductible; to Date $1, 074, 04 

2003 -Member Coinsurance to Date $3,843.48 Lifetime Paid: $34>525>54 



'MM <*/■)' 



'SEE EXPLANATION OF COOES ON REVERSE SIDE 



EXPLANATION OF BENEFITS 



Health Jtof 

IFP/RPO . 

P.O. BOX 10223 

VAN NU*S, CA 91410-0223 



DONALD S. FEUER 
10 VIA StfN&S 

SAM CLEMENTS ; CA 92673V2737 




* TH IS IS NOT A BItt * 



RA Nuwber 

.si^«cM|b^ ■ id; 

PrpviBejr Name 

michael ; J B£UP^EI£ , MVP. 
Provideaf IP 



NONAtXOWED ' . 
AM0UNT/CODF 



11-04-03 



PATHOLOGY 



|i;225.00 



$977.90 23 



$247.10 



$0,00 



$1,225.00 



,90 



$0.00 



' ! «• Payment Swmiaary - As a Heal** Net meiiti&er, ^ou have? no further 

Nonal lowed £ ' :Sfe3?v90 :|6:rvice;i^ 

Health Nefc iBild •;:>' $247. 10 ?6^r^is^ : ;^ you. 



Des criptjioJk of Nonal 1 owed Code a/Remark b 



23 - The Jollied, amount exceeds health Net' s pontEaetual; agreeiaent* 

-;_jr^ri;^^ia:^w]atoi^ --^aimo jiartl£; ; - -^t'iB not the ieaiJiph^^ 



pWviri^t^a) i ssued SEos 

" " ' "' " $247.10 

2bb3^Menber Deductiible .vD'a'te $1,000.06 

2003-Samiiy Deductible » Pate $1,074.04 

'S^l-lflej^e^ to Pate $4i60Q.00 fLl;f ; etiia^:P|fidi: $3%97?:78 





Health Net' 



IFP/PPO 

P;6. BOX '10223. 

VAN NUYS, CA 91410-0223 

1-800-835-2172 



DONALD S FEUER 
10 VIA TUNAS 

SAN CLEMENTS , CA 92673-2737 



EXPLANATION OF' BENEFITS 



* I HIS tS: NOT A BILL * 



RA Number : 

Claim Id : . . 

Procees .Date : 12-02^2003 

Subscriber ZD 

Group iNuiber : - 

Subscriber Name: 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name: 

BfcijS&QL PARK MEDIGAt- rsbrvr™ ™* 
Provider: ID 




11-07-03 



PROFSERVrCE 



$96.00 



$0.00 



00 



$32, 15 



$63 .85 



$0.00 



- Payment; Summary - 

Billed >. $96.00 

Nonailowed : $32. 15 

Allowed : $63.85 

Member 1 s Ra aponaibility 

Coinsurance ..: $15.96 

Health Net Piid * $47 . 89 



The member 's responsibility is for 515 .96 
payable to BRISTOL PARK MEDICAL CROUP INC. 
Services were rendered by a Health Net 
preferredt^rwlde^., We areMglad' €o be of 
service t.© you. 



I ~ "~ Rescript ion of Nonailowed Codes/Remarks 

23 " - the billed amount exceeds Health Net' s contractual agreement, 
non-allow^le amoiint is not the reeponsibility of the member. 




'SEE EXPLANATION Of COOES ON REVERSE SIDE 




•w imw.i 



uuinMiiiM marrriamsts 




Health Net* 



P.O. BOX 10223 

VAN: Urns, dA 92410-0223 

1-8^0^839*2*72 "'" 



DONALD S . EEUeR 
10 VIA TUNAS 
SAN CLEKENTE, CA 



92673-2737 



EXPLANATION OF BENEFITS 



* SHI S IS WO I K BfILL * 



RA Number •• 

Process Date : 12-^62-2003 
Subscriber ID j 
Group Number/ : - 
Subscriber Name : 

DONALD G PETJER 
Patient Name ?. 

DONALD S EEUER 
Provider Name 

. ^RlStOL PARK M^IGAL ™JG 



SERVICE DATES: 



Prbyider . ID 



TYPE OR 



11-05*03 



PROFSERViqE 



$96. 00 



$32; 15 ,2.3 



$63.85 



$<M0 



$96.0Q $32.15 $0.00 



-r Payment Summary - The merafeex' s respoff»^il.ifc«: :i8,';^©r; ! .,$15. : '?)B; 

Billed ^ ■ •■■ •= v $96.00 £a3^i*:' ; t&^ 

Nonal lowed :-. £erBiee'!Bt- ; ^i« ^«ivMt^.-^ ; ^'-i^s^^fW^: 

Allied : $63.85 jp^£mttm\^o^$.&m-,- We gfcad^ito) be.'iOf r 

Member* b Responsibility service /to you, 

Coinsurance ; tr" ' $15.96 

Hea^ifr'Net/PalxS $47.89 



. , . . , , . . , , . . j 

f ? "■ : "~ ' Description s>f Nonal*<meci eodes/RemasKs ! ~~ 

rion^-al liable amount is not *he responsIB^ti ty off ISfe member. 



II 



^VH!:! !^ : =:! : !:!^l : i: : ^! : !:! : !:Eni : !> : '! : !:! : !:!H:^ : !" : !:! : !;! : :l : ^[v; : 






Health Net 



IFF/ PPO 

P.O. BOX 10223 

VAN WTiS, CA 91410-0223 

1- 800-83 9- 2 172 



DONALD S. FEUBR 
10 VIA TUNAS 

san cLEMmiarE, ca 92673^2737 



EXPLANATION OF BENEFITS 



THIS IS NOT A BILL * 



RA Number 
Claim Id 
Process Date 
Subscriber ID 
Group Number : 
Subscriber Name: 
DONA&D S FjBUER 



'^FROfcififlf HROU GH* * J? " ' 

-jiv .---sWfn?^-..'w-. x. ^->. ¥•:..>.- ■.v.-aC-i---- ^v>/^t". 



: 11-26-^2003 
- - "r^/N 1 «• ~ <- - 



Name : 
DOi»Id3 S FEUER 
Provider Name : 

BRISTOL PARK WFTC 1 GAL GROUP I?" 
.Provider, ID 




11-02-03 



PROFSERVICE 



§72.00 



§33.35 23 



$38 65 



$0.00 



$33,35 



$38>65 



$0.00 



r< Payment, summary - . 

Billed : $72 . 00 

Nonal lowed j $33 ,35 

.Allowed: , , §38.65 

Member' s Responsibi 1 i ty 

Deductible : $38.65 



The: member e responsibility ie for. ,938. 65 
payable to BRISTOL PARK. MEDICAL GROUP INC. 
Services were rendered by a Health Net 
preferred provide!:. We are glad to be of 
service to you. 



Description of Nonaliowed Codes/Remarks 

23 - THe billed amount oxceede Health Ket'e contractual agreement, 
non-allowable amount is not the responsibility o£ the member. 



2 
2 



Hospitalization Nov. 2003 



■1111 



*SEE EXPLANATION OF CO0SS ON REVERSE SIDE 



EXPLANATION OF BENEFITS 



Health Her 



P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE CA 92673-2737 



* SHIS IS NOl A 11 LB * 



RA Number 

Claim Id , 

Process Dat6 > 12-02-2003 

Subscriber ID : 

.$Bba£rJbe; t Name;; 

Patient Name ' 

.. DONALD S FEUER 
Provider Name .* 

BRISTOL PARK MEDICAL fWrt»n> jytc 
Prouder ID 



11-08-03 



PROFSERVICE 



$96.00 



$32, 15 33 



$63 .85 



$0.00 



$96.00 



■$#2'.,:15-- 



$63.85 



$O;SO0 



Mo^^lowed * 
AiCcwiid; :' . ; 

flj(Si<fe#'f : * s Responeibi II ty 

Coinsurance . 
Health N«*?P£ld- 



$96.00 payable tb BRISTOL M W^lW Jfe 
'£3:2. -15'- Seiiv;a.<ce#. -wre;. ; ;riBn^ered '*y; a ! He1(fl;ih Net 
"f '(53 »8'S. preferj^d'-^rovi-aeir;.'' ^evare glad tie "fee? of 

service to you. " 
$15; 96 : 



53""-: The billed aw6u*ifc exceeds Health Ne* T £ jcr^tiraci^ual ^t^^mmnk, 
noit^ al 1 owaJb 1 e amount is member. 



Remarks: ATTENDING IS OSTENBERGEE TER MD 



Hospital Nov.2003 



< ■ . - 



lill 



S:|1II 

S W : MBM 





Health Ner 



IFP/PPp 

P.O. BOX 10223 

VAN KUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUSA5 

SAN CLEMENTE, CA 92673-2737 



SERVICE DATES 



•r<>>. * 



"TYPE OF 



EXPLANATION OF BENEFITS 



* THIS IS HOT A BILL * 



3 2*07-^^O3 



RA Number 
Claim Id 
Process Eat* 
Subscriber IP : 
CrSwp Number : 
Sqb scrr iber: Name : 

DONALD S FEUER 
Patient Name t 



Provider Name : 

BRISTOL PARK MEDICAL. 

ffrovi;derr IP 



INC 



service^ 



billed ; 

AMOUNT^ 



11-03-03 



PROFSERVICE 



$102>00 



$26.25 23 



$75.75 



$2500 



$102.00 



$26J25 



$75.75 



$25. Od 



^Payment summary - ! ~ 
Billed : $102.00 

Nanallowed : $26. 25 

Al^cS^d : $75,75 

Member* s; Responslbi llty 

Copayment : $25,00 

HfctltK Net PaW x $50. 75 



TUe member Vs. responsibility i& for §25.ou 
payable to BRISTOL PARK MEDICAL CROUP INC. 
Services wer# rendered by t a Health Set 
preferred provider* We are glad to l>4 of 
aervdce to you. 



Description of Nona 1 lowed Codes/Remarks 



23 - The billed; amount: exceeds Healtli Net's cpntrractuai: agreement, 
non- allowable amount no>t tlie responeibtlity of the member. 



Remarks : ATTEND I NG IS GEOR KARAPETIAN 




'SEE IXPUHATIO N OF CQD BS ON REVERSE SIDE 




ITP/PPO, 

P.O. BOX 102213 

VAN NUYS:, CA $1410-0223 

1-800^839-2172 



DONALD S. FEUBR 
10 VIA TUNAS 

$AN CLEMENTE, CA. 92673^2737 



EXPLANATION OF BENEFITS 



* T H .I S I S N O tT A B I L L 



RA Number : 

Claim Id : _.. v . 

Process Date : 12-02-2003 
Subscriber ID : 
Group Number : ........ 

Subscriber Name: 

DONALD S FEUER. 
Patient Name: : 

DONALD S FEUER 
Provider Name . . 

BRISTOL PARK **ntrST. riworrP INC 

Provider ID " :' , , . '. '. " 



SERWcEOATES 
FROM/THROUGH 



BILLED-: 
AMOUNT 



11-03-03 



PRbFSERVIGE 



$32 .15 23. 



$63.85 



$0.00 



.00 



.15 



$63.85 



$0.00 



*~ " - Payment Summary - " 

Billed : ' ' $96 . 00 

Nonal lowed \ $32 ; 15 

Allowed ". i $63 . 85 

Member 's Responsibility 

Coinsurance i $15.96 

Health Net £aid; k $47 . 89 



Xhe Member " s responsibility is tor §15. 9 G 
payable to BR I STOL PARR MEDICAL CROUP INC. 
Service* .We're: rendered -ByVa^'^e'altat Ne^ 
preferred provider. We are glad to be of 
service to you. 



Description of Nonall owed Codes/Remarks 

23 - The billed amount exceeds Health Net' s; contractual agreement, 
non-allowable amount is hot the responsibility of the member. 



;Remar;ks:i\A^^INq: *• HARK STOCKER M.D. 



! Payment (s) Issued .To : 

Provider 95-2653450 A $47.89 

2003-Menber Deductible to Date $1,000 .-00: 
2 003- Family Deductible to Date; $1,074.04 

2003-Menber Coinsurance to Date $3,644.55 Lifetime Paid': $33,928.69 



"SEE EXPLANATION OP CODES ON REVERSE SIDE 





Health Net' 



I FP/P? O 

P . O . BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FKUBR 
10 VIA TUNAS 

SAN CLKMEMTE , CA 92673 -2737 



EXPUNATION ©F BENEFITS 



♦ THIS IS SO X A BILL ♦ 



12-53-2003 



KA Number 
Claim Id 
Process Date 
Subscriber ID : f " 
Croup Number z i 
Subscriber Name: 

DONALD S FEUER 
Patient Name t 

Ronald s feubr 

Provider Name V * 

MICHAEL T FORINp, MvD> 
Provider ID 




11-06-03 



RADIOLOGY 



f79v00 



$53 ,40 23 



$25.60 



§0.00 



$79/00 



$53.40 



$25.60 



$0.00 



- Payment Summary - 

Billed : $79 00 

Nona L I owed : $5 3 . 40 

Allowed : $25:60 

Health Net Paid : $25,60 



As a Health Net member, you Have no further 
f inaticial responsibility for this claim. 
Services were rendered by a Health Net 
preferred provider . We are glad to be o£ 
service to you. 



Description of Nonal lowed Codes/ReraarKs 



23 - ^ft'S'Iliteid 1 amount exceeds Health Net * a contractual agreement, 
non-allowable amount is not the responsibility of the merftber. 



During 3rd hospitalization Nov. 2003 




- !E €XP LAN ATIO M 0 F CODES ON REVERSE SIDE 



EXPLANATION GF BENEFITS 



Health Net* 



I EE /PPO 

P.O. BOX 10223 

VAN NUYS, eft 91410-0223 

1-800^839^2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE^ CA 92673-2737 



* THIS IS NOT A BILL * 



RA Nuinber 
Claim Id* 
Process Date 
Sub^c^ii^r ID : 
Group Number ; 
Subscriber Name: 

.t)Q$W.$. FEUER 
Patient Name : 

Provider Name 

Provider ID . - a. 



: 12-09-2003 



M.D 



INC, 



NON ALLOWED 
A MQU NT/CODE* 



^^xSop^il 



AMOUNT 



11-07-03 



RADIOLOGY 



$1, 700.00 $1,582 .26 23 



$117.74; 



$0.00 



$1,700.00 $1,582 . 26 



$i 17.74 



$o&oo 



The member r s responsibility is f or 529 . 43 
paj^l& to AHMAD SHABAN r: M.D. # INC, . 
S ervi cfe s we re rende red by ia Health Net 

Bervrice to you. j 



r Payment Summary - 
Billed : $1/700.00 

Norialldired : $&/S$2^2l6 

AltpWed t: $117 : 74r 

Me mber * Re spQris ibi lity 

Coinsurance ^ $29.43 

Health vNit*aid ; * $88.31 



Description of Nonallowed Cod$s/Remark6 



23 - The billed amount exceeds He^ll^ Net' s contractual agreement, 
MohTallbw^ jio t the *vefep$^ 



Remarks: G0262 replaced by GQ2 62%2& 



Payraentfs j 
Provider 



T pfiiaH TO I 



2003-Member Dedu 
2003-Eamily Dedu< 
2003-M^mber Coihi 



$08,31; 



ible to Date 
ible to Date 
ranee to Date 



$1>000.00 
$1, 074,04 
$3,797.10 



iMsfcitse if&id: ;$34>3S6a£ 



-SEE EXPLAWAT10H OF CODES OM REVB^E SIDE 





P . O.. BCflC 1022 3 

VAN NUYS, CA 91410-0223 

l r 800V839-2172 

Adjustment of 



DONALD S. P"EUER 

10 (; VLA TUNAS . 

SAN CLEMENTE , CA 92673-2737 



EXPLANATION OF BENEFITS 



THIS IS NOT A BILL * 



01-13-2004 




Claim; /id; 
Process Ddte> 

subscriber Nawe : 

Patient Naiite* : 

Provider Mame ; 

AHMAD W SHABAN, ;M;D V 
Provider ID /'"i 



NONALLOWED ,,;/ 
■V AMUUNI/WDr . 



?:: COPAY r. 



11-07-03 



RADIOLOGY 



'$*, 7.00 ,00 



$803;. 06 23 



$.896. ; 94 



§0. 00 



.,766.00 



$803 i 06 



$896.94 



$0.00 



The member's responsibility is for $29.43 
T^^^^J.*0i.«HISftI>^W SHABANi H.V. INC. >: 
;Seflt^^:es^ were ■r;ende>*e3i.*y : a Health Ne£ 

service to you. ' ' 



Payment Summary - 



^B*lle«3 
Nona 1 lowed 

Allowed ' -:! . 

Member 's Respohsiiility 
. Coinsurance 's 
Previously Paid 
Health Net Paid : 



$1/700.00 
$803.06 
$896.94 



$29 . 43 
$8B.3l 
20 



' ' 1 Description of Nona 1 lowed Codes/Remarks 

23 - The billed amount exceeds Health Net's contractual agreement; 

^npn^alil^^ hp* ' the; responsibility .(#£; v /w$ .mejafcer^ 



Payment(s) 
Provider 



issued TP: 



2003 -Member Deduct ibl. 
2003 -Family Deductibl 
2 003 -Member Coinsu ran 



$779.20 



to Date 
t6 Date 
i to Date 



$i>6oo.o6 

$1,626.14 
$4/ 000; 00 



'Lii^tirae^ipMa* $44, 138; 93 



•SEE EXPLAMATWN OF CODES OK REVERSE SIDE 





Health Net' 



IFP/PPO 

P C. BOX 10223 

VAN NUYS, GA 91410-0223 

i-800^839-217 : 2 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92 673-2 737 



EXPLANATION OF BENEFITS 



* THIS IS HOT A BILL * 



RA Number :. 

Claim ^ Id • . 

Prpcese Bate : jS- 02 -2 003 

Subscriber ID ; ~ 

Subsc ribe r Nama; , 

DONALD fi FEtTER 
Patient Name : 

DONAIJ3 S FE UER 
Provider Name V „ 

BRISTOL PARK MKnTC!AL GROUP 




11-09-03 



PR0FSERVICE 



$33.35 23 



$38. 65 



$0.00 



$72.00 $33.35 $38. 65 $0,00 

, >■ Payment Summary - __ T ^ ie member's responsibility is for ♦ &6 

Billed , $72.00 ^ya^l* to BRIS^ 

Nohallbwed ; $33/3$ S^;r\rit^& Vete fi^t^ % a Health Net 

Allowed : . $38.65 preferred prov&derv We: are gl ad to be of 

Member ' e RespphelbilliJty service : tb you^ 

Coinsurance V $9.66 

Bealth Net Paid : $2&;99 ^ 



: : Description of; Nona! lowed Cocies/Retaarks * 

23 ^ The billed amount exceeds Health Net'e contractual agreement/ 
nbn^» ell owable ^amount is riot the; r^spohsilSilSi^ '1^B''w&tSh^^ F: 



Remarks • ATTENDING ; IS; prp^E^ER 1SR MD 



Pa^roontfe) Issued Tbi 

Provider 95-2653450 A $28#? 

2003 -Member Deductible to Date $iy600v00 
2tO03-Ei^ily ^ bate $i y 074.04 

2003 ^Member Coinsurance to Date $ 3 603 . 5 9 Li f etime Paid* $33 ,724 ; 40 



EXPLANATION OF BENEFITS 



Health Net* 



IF*/ EPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-639-2172 



DONALD S. FBUER 
10 VIA TUNAS 

SAN CLEMENTE, CA 92673-2737 



THIS IS MOT A BILL 



12-62*2003 

1 



RA Nuniber 
Claim Id 
Process Date 
Subscriber ID 
Group Number ;t 

Subscriber Name;: 
' DOMALJD S 7£Ui5R 

^PatiJeii&liame- 

; ;'■ DONALD S FEUEJR 

Provider Name : 

BRI STOL PARK; M^ljCAL Gwnrm ir 
JtrovidefelP ... :: , . 




11-09-03 



PROSSERVICE 



$72.00 



.35 23 



$38.65 



$0.00 



$72\00 



$33 . 35 



$38,65 



$0.00 



Tiie meniJber ' s responaibi 1 ity .is; tfpi* S9 i&b, 
payable to BRI STOL -J^fOWBDIfiAfe GROUP INC. 
Services were- rendered by ' i* Healtli Net 
preferred provider . We are glad to be of 
service to you. 



Payment Summary » 
Billed "V" " " 

Nona! lowed 

Allowed * 
Member' s Responsibility 

CoiiiBurance 
Health Net Paid t 



00 

w 

.65 

66 
99 



Description of Nona H owed Code e/Rera^^ 



±3 - TH© Jail led amount exceeds flealtli Net ' a.- contractual agreement, 
ho%-al'lbwaJile : -amount^*, hot the • 'xeep;6riaib'iii^-.of - the ; WeM&s>& 



Remarkftj AT3E!iDIN<S; IS GFFENBERGiER TER MD 



i;:i:'i:S:^H<;::;; 



lifilli 



WmMMm MM 



II "4 # 






irp /ppo 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
10 VIA TUNAS 

SAN CLEMENTE,, CA 92673-2737 



AMOUNT 



EXPLANATION OF BENEFITS 



♦ THI S IS NOT \K B I IL * 



RA Number : 

Claim Id •♦ 

P«sc«S^:sM Date * 12-09-2003. 

Subscriber ID ■* 

Croup; Number \ 

Subscriber Name: 

donald s: fever 
Patient Name j: 

"ipo^iAiinSf seuer 

Provider, -Name : 

NAVJYOT GUJRAL, M.D. 
Provider. ID s " ' ' 



NONALOOWED 

amount/code- 



AMOUNT 



11-04-63 
11-04-03 
11-05-03 



SURGERY 
SURGERY 
PROFSERVICE 



$706.00 
$1, 322.00 
$112.00 



$514.82 23 
$776.72 23 
$53.95 23 



$191.18 
$545.28 
$58.05 



$0.00 
$0.00 
$0.00 



$2,140,00 $1>34S;49 



$794.51 



$6,00 



- Payment summary - - 
Billed : $2/140.00 

Nonal lowed : $1,345.49 

Allowed . : $794; 51 

Member ' s Responsibility , . _ w 

Coinsurance "" v •: : *$44.01 
Health Net Paid v $750,50 



The member' s responsibility is for $44.01 
payable to NAVJYO*f GUllRAt, Mv.D:;.-.. 
Services were rendered by a Health Net 
preferred provider. We are glad to. be of 
service to you. 



Description of Nonal lowed Codes/Remarks 



23' The billed amount exceeds health Net's contractual agreement/ 
non-allowable amount is not the responsibility of the member: 



$750 50 



2003-Member Deductible Date $1,000 -00 
2003-Family Deductible < Date $1,074 04 

2003-Member Coinsurance x> pate .$4>0Q£U00- Lifetime Paid: §3j5>60i.85 




tsa (Mm) 



"SEE EXfUWATlGM OF cbpES ON REVERSE SIDE 




Health Net* 



IFP/PPO 

P.O. BOX 10223 

VAN NUYS, CA 91410-0223 

1-80O-B39-2172 



DONALD S. FEUER 
10 VIA TUNA'S 

SAN CLEMENTE, CA 92673-2737 



EXPLANATION OF BENEFITS 



* T K I S I S NOT A BILL * 



12-09-2003 




RA Number .: 
Claim Id. : 
Proces s Date •:' 
Subscriber ID t 
Croup Number : 
Subscriber Name: 

DONALD, S FEUER 
Patient Name * 

DONALD S FEUER 
Provider Name ? , . ..... 

BRISTOL PARK; MEDICAL GROUP "INC 
■ Provider IP . . . ■ . __ 



11^10-03 



PROFSERVICB 



$125.00 



$42.91 23 



:$82.09 



$0.00 



$125.00 



$42.91 



$82,09 



$0 00 



- Payment Summary - 
Billed : * $125.00 

Nona! lowed $42 .91 

Allowed _ s„ ;$82„09 

Member's Re spon Bib i 1 i t y 

Coinsurance '. . : $20 .-52 

Health Net Pais* : $61.57 



The member's responsibility is for $20.52 
payable to BRISTOL PARK MEDICAL GROUP INC. 
iS'jer^cft8;.-Were rendered by a-Heallih-Net' 
preferred provider. We are glad tp be of 
.serviceV : to< you. 



Description of Nonallowed codes/RemarKs | 

23 The billed amount exceedsi Health Net' s contractual ag^ement; ' 
non- allowable amount is not the responsibility of the member. 



RemarkE: ATTENDING IS KARDAN FARAMAR2 MD 



Payment (s) Issued To: 

Provider '- : ^ ' $61. 57 

2 003 -Member Deductible o Date $1; 000. 00 

2003-Family Deductible :o Date $1,074.04 

2003-Member Coinsurant to Date $3,864.00 Lifetime^Paid: $34,587.11 



•SEE. EXPLANATION Or ODDE6 ON REVERSE SIDE 




•HI I«w«> 



ZU»n3RMlSS* fO»SM*M«U7. 




Health Net* 



IFP./PPO 

P.O. BOX 10223 

VAN NUXS, CA 91410-0223 

1-800-839-2172 



DONALD S . FEUER 
10 VIA TUNAS 

SAN CLEMENTE-, CA 92673-2737 



EXPLANATION OF BENEFITS 



* T MI S IS N 01 A /BILL * 




BILLED 



RA Number 
Claim let 
feoGftflfl Date 

Group Number : 
Subscriber Name : 

DONALD 3 FEUER 
Patient Name : 

DONAli) S FEUBER 
Provider Name i 

AHMAD M SHABAN^ M,D, 
Provider ID 

/AMOUNT/CODE* AMOUNT ^Mj^UNS 



INC. 



11-12-03 



PROF SERVICE 



$200.00 



$55,28 23 
$56,48 111 



$88 . 24 $25.00 



$200.00 



$111,76; 



$88.24 



$25.00 



~ -Payment summary - 
Billed : 
Nona! lowed \ 
Allowed : 
Member Responsibi 1 i t y 



Xhe member* s responsibility is for §25 .00 
payable to AEMAD M SBABAN, H>& TNC * ♦ 
Services were rendered by a Health Net 
preferred provider. We are glad to be Of 

• r seryic.es' r-tp' you. ' 



Heivltfe Me t P&iti 



$200.00 
$111.76 
$88.24 

' .24 



' Description o± Nona 11 owed Codes/Remarks ' 

23 - The biii^ed amount exceeds fleal tb Net's contractual agreement* „ 
nori- allowable: jamount is riot the r e spbriis ihili t y of the member . 
Ill - Coding and billing errors haye lie <e»n correct the nbn^^low^le 
amount is not the responsibility b£ the in Amber. 

r 



Remarks: 99204 changed to 992 14. 



Pav 



^2003^Itehiber deduct i 
2 003 -Family Deduct! 
2Q03-Heraber Coinsux 



$63,24 



a to Date 
ie to Date 
ice to Date 



$1,000.00 
$1>074;04 
$3 > 889; 00: 



Lifetime Paid: $34/650-3$ 



K *sl E EXPIANATIGN OF dOOES ;0H .REVISE iSIQE, 

2«m»5M»115f POG9S24*W6527 




Heal th Net' 



P.O. BOX 10223 

VAN NU*S, GA 91410-0223 

1-800-839-2172 



DONALD S. FEUER 
*0 VIA TUNAS 

SAii CLBMENTE, CA 9267t-2?$r7 



EXPLANATION OF BENEFITS 



RA Number : f 

Claim Id : 

Proceed Detto: , .12-23-2003 

Subscriber ID i X " 
Group Number .:• i 
• Sub'B^iib^^ame - 
DONALD S FEUER 
eni Name ' 'V 



BILLED 



rconm> T NC 




11-21-03 



PRdPSERVlGE 



$2% 67 23 



$62,33 



$25,00 



$84. 00 



$62.33 



$25.00 



■ - Payment Summary 

Billed : : 
Nona! lowed ; 

Allo^d t 



The member ' & T&zpQmmtimy £o£; $£5* qq 
$84,4© piyafeie to BRISTOL JBARK MKDl£ftL GRQtiP INC, 

$62 .33 preferred prc^iclir. Wo a^e gl,a<3 J&0 of 
s^r^c* to you. 

$25 .Op 

4£9: „. .....^ ... . . _ . . ... ; . ... 



Dest^Ifytipn of Nonall owed ^das/R^arKs 



53 - The billed amount: exceeds neaJLm s cptitractpai agreement^ 
rioh~al^ is not 1^ ^ep>^^^ 'ttiNi'-'-^li^^- 



Dr. visit after 3rd hospitalization 



Pa 1 



20< 
2P( 
20( 



■■■111 



mmmm 
itllll 





IFP/P BO 

P.O. BOX 10223 

VAN NUYS j. GA 91410-0223 

l-800-83*-2172 



DONALD S . FEUER 
10 VIA TUNAS 

SAN CLEMENTE, CA ,92673-2737 



EXPLANATION OF BENEFITS 



* THIS I S tfOT A B I LL .* 



01-13-2004 



RA Number 
Claim Id 
Process Date 
Subscriber ID" : 
Group Number : 
Subscriber Name : 

DONALD S FEUER 
Patient Name ::- 

DONALD S FEUER 
Provide r Name : 

BRISTOL PARK JfRnTHAT. GROUP- INC 
Provider ID . : 

£ GOPAY; 
^AMOUNT 



f I NOKALLOWEO ' 

.^ ;; ;,^MoO'^^cjE; 



12-04-03 
12-04-03 
12-04-03 



PROE'SERVICE 

SURGERY 

INJECTION 



$260 
$10 



00 
00 
00 



$21.67 23 
$68: 62: 23 

$2 ;-5';b' 23 



$62.33 
$191.38 
$7.50 



$25.00 
$0,00 
$0.00 



$354.00 



$92 . 79. 



.21 



$25.00 



- Payment Stuninary - ... 
Billed i $354.00; 

Nonalio- " d : $92 . 79 

Anew ,.. . $261.21 

Mejob' .j Itesponsibiliity ; 
• D ^tible $191. -38 
.aymeht-- - -$25..0C 

F th Net Paid : $44.83 



The member' 8 responsibility is for $216.38 
payable to BRISTOL PARK MEDICAL GROUP. rlNCl 
Services were rendered by a; Health Net 
preferred provider . We are glad to be of 
sei^ice lib you. 



Description of Nonallowed codes/Remarks 



23 - The Jai l l ed amount exceeds Health Net' s contractual agreement, 
non-allowable amount is not the responsib ill ty of the member. 



Payment {.s ) issued To: 
Provider ' 

2 003 -Member 'Deductible to Date . 
2003 -Fami ly Deductible to^ Date 
2003 -Member Coinsurance to Date 



'SEE EXPLANATION OF COOES ON REVERSE SIDE 




«Ut (»/*» 



fcTOL PARK iweuivHi. GROUP, INC. 
H S. PULLMAN ST 
SANTA ANA, CA 92705 



RETURN SERVICE REQUESTED 

FQR BILLING. QUESTIONS, CALL: 949-437-9470 



■ ADDRESSEE; 



ll.l....i.l.ll..lM.l..lln,I.M...I»ll.l...l...ilil.«M.ll.l 

DONALD S FEUEFl 
10 VIA TUNAS 

SAN CLEMENT E. CA 92673-2737 



IF AAV IllQ 8Y. VI* STE^ 


i S^S SjiTtftSfcRt: lMl oIkxt*^ 5a 










SGNATURH 




STATEMENT DATE 

02/23/04 

. .■ ■ j 


20. S2 


ACSCX * 


PAGE: 1 of 1 


SHOWAMOUOT £ 
PAID HERE * 



ftEMlTTO: 



ll.l.M.ltll.ulllin,l.llll,lMl.lMMlLMllll>.MMll.lMll 

6R1ST0L PARK MEDICAL G RdUPi INC , 
2501 S, PIEMAN £T 
SANTA ANiA. CA 92705 



[SpOGOSV 



n ftew** chock battlf *drfr**« to inctwr^ct or iruitfiftce - _ .. ^- ^ . , 

U intemuition .li«k changed;.'** intlicitB <*»ng8U> on STATEMENT PUASEDtTACH AND 8ETUWN TOP PORTION V/fTH YOUft pAYW£NT 



DATE 



RVS CODE 



csscRirrzoii 



DIAGHOSIS FIRST MAKE 



PHYSICIAN 



AMOUNT 



>ii/ig/03 

12/17/03 



99238: HOSPITAL DISCHARGE PAY 



DQNALD S 



KARDAN 



PgO , PAYMEfiT 

^sui^ci iiiDiX^rES remaining 7 balance is PATife^rr ^ ^PAa*^EI^^^ 



125. 00 




GTD OTAJUUttCfc HAKB: DONALD. S FEOSR 



It^XTKin MESSAGE ItEGAHDHfG YOUR ACCOTOT 



PAYMENT IS DUB WITHIN 30 BAYS OF FIRST BILLING -FOR CHARGES , 



BALANCE DUE 



20.52 



* 

lillllHUIIBIBHeiill 



"DATE; 



p4^30/03v 

05^:05^03; 
06^25/03: 

08/01 /:02 



RVS CODE BBSCRIMIOH 



DIAGNOSIS f iRS* HAMB PBYSXCIAH 



76705 :ECHO EXAM '<OF' ABDCMEN\ 



•vBPO, .PAYMENT- . ., ... .. 

.INSURANCE :iwij.imi'KSK ; .BM^ I'S 'ljOk • OUWS?' ' 

■ PATI ECJT ;-PAWpOT/MA;l p, IN; 
■ . JPA^tEto^P^^ -INs 

' 99214: \Oi^iy?^OTpJ^ ' ; £@0&D;, S ' ', 

364.15: . COLBECT.jfoNiBF-' BLOOD ©Y.'.VE -7:8^.7 .;E©NAIiD. Si- S10EGKER. 
:PPQ PAYMENT: 



Continued billing as well as visits by ppo 



.AHODNt. 



3:p.#peR 

. l'8;.0p;eR 

I " 

'131.50 

j .m.o:o 

:;22;5.50CR 



iRS ID i: 9;&- 2 653450 

■:GiB|;::9.0.6if0.1 "' "' " 



ODD (OTARAOTOR- JHAOT TO FBUEfc 



IMPORTANT MESSAGE REGARD IHG YOUR ACCOTJIT 



'BA^A>i^ivZV 



-353.84 



IffllittHIDllIIHCIDIIIIinilBia 



IV1AKE CHECKS PAYABLE TO: 



MVEP MEDICAL GROUP 
PO BOX 660099 
ARCADIA, CA 91066-0099 



M33 



PHYSICIAN; GfiEG LAMPEg MO 

OFFICE HOURS; MON-FRI 8^<WM-4:30'PU, P.S.T. 

• FOR BILLING INQUIRIES CALL TOLL FREE- 1-87734&-2455 



S : ADDRESSEE: 



#EO32Q04C104i4i31#. '4000012767 ;<>2 0010 CS24 

II > I„„I,I,II,.I 1 ..ImIIm,I,II,„I,,II.I...I,, 1 IIII. 1 ..,II.I 

DONALD FEUERSR 
10 VIA TUNAS 

SAftl -r c .fWlENTE, CA 92673-2737 



CREDIT 

CARD 

CHOCBS 



□ 



EXHIBIT 



CVtDMUMBEn 



0 



3/22/04 $ 98,00 

ASEnvCEFEewiU-BECHARGEDFOflANY AMOUHTPAtP 
CHECK RETURNED FROM THE BANK UNPAD. S 

CREDIT CARD PAYMENTS MAY NOT BE ACCEPTED OVER THE PHONE. 
PLEASE ENTER YOUR WPORMATION AMD SIGNATURE AND RETURN 3YMAIL 



m 



Il.l ltlI..».M.,.ll..ll..,H.,.t.l..l.1..l.1..l.l....l.tI 

MVEP MEDICAL GROUP M33 
P O BOX 660099 
ARCADIA; CA 9,1066-0099 



x W afc<?.^a B<Wraas a Incorrect or Insurance 

jjnsnoea, and wr&ate changes} oa reverao sidaV. 



STATEMENT 



PLEASE t^^H'^ 



NO. 



STATEMENT DATE 



;3/22«>4 



PATIENTMAME 



DONALD FEUER JR 



TAX ID NO. 



RAGE 



330729128 



1 Of 1 



Dl CODE 5tS 



DATE 



V 'M760-26 

m 



Emergency Room Visit in January of 2004 After this visit, insurance was 

canceled by insurance carrier as we could no longer afford to pay the rate 
increase by the Insurance Carrier which was considerably higher. 
I was disabled, and unable to afford the considerable debt already incurred as 
well as the insurance premiums, therefore could no longer maintain treatment. 
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EXPLANATION OF BENEFITS 



* T HIS IIS NOT K BILL 



,RA Number 
Claim Id 
Process Date 
Subscriber tp *. ' r 
Group Number ; 
Subscriber Name: 

DONALD S FEUER 
Patient Name : 

DONALD S FEUER 
Provider Name Y 

MISSION VIE JO EMERGENCY MEDICL 
Provider ID ; 



02-03-2004 




01-04-04 
01-04-04 
01-04-04 



erpbysician 
erphysician 
pAtholoct 



$160 00 
$26.00 
.00 



$0. 00 
$26.00 37 
$32. 00 49 



$160.00 
$0 . 00 



$0. 00 
$0.00 
$0.00 



$218.00 $58.00 $160.00 $0.00 

- Payment: summary - Tne member 's re sponsibiii ty is for $40.00 

Billed $218.00 payablle to MISSION VIEJp EMERGENCY MEDICL; 

Nonallowesi : : '.'iS'S-'Op; Spryie&m. ..were t&iifaF^Mx ;fii#ji3f&Ji?, •Wf'ite 

Allowed . . . '$16bv0& jpr^f«rred'' ; ;pr.OYi^ ''Be£:o:#' 

Member's RejB^onsibirit;y service to?:"you* 

Coihi^railce V $40.00} 
■He'altlt<»at;Pa*d^. :i— ~ $l£0*00r - - . 
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49 - There is no allowance for this? procedure under Health Net coding and 

;to;iil'J;*B(j. : ^^^%'^tukk_. !t , .ZEtom. non-.ai;r«?wabie: j^«»jnt £M jbbt;. -the 
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Remarks : GREG ;LAMPE 



1-04-04 emergency room 
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'Provider r " " ' 



$120.00 



2004-Member Deductible to Date: 
2004-PAinily Deductible to Date 
2004-Member Coinsurance to Date 
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EXPLANATION OF BENEFITS 



* THIS IS NOT A BILL * 



RA Number 
Claim Id 
Process pate 
SulDiBcrlber ip 
iS r oup Nundc>er ; 
Stibscrib^r Name: 

tiONALD S: FEUER 
Patient Name : 

DONALD S FEUER; 
Provider Name , 

BRISTOL P/qUCI^ 
Provider II) ; 



04-29-2004 



INC 




04-17-04 
04-17-04 



PROFSERVICB 
RADIOLOGY 



Q.OO 
0.00 



$144.00 



#144.00 



$o.;ob 



$b.bo 



- Payment Summary - 
Billed : $144.00 

Nona! lowed : $144.00 

Allowed : $OVP0 

Member 1 p Responsibility 

Nori-Covered Chgs : $144 . 00 



The member's responsibility 1 ±& Mot $&Q<k-QQ 
payable tot BRISTOL PARR MEDICAL GROUP INC ♦ 
Seryi^c^ls we* £ rendered;; by a Health Net ; 
J prefek£ed provider » We are glad to be pit 
service to you . 



Description of Nona! lowed and Denial Codes/Remark 8 

3 - Patient was not eligible at tlie tim© of $<arv££e> 
Claim Denied (4SQ0^ - Mbrshp teraih^ed pri^ ( SEL 2&3 ) 
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&004^ettibSr G^insu^rifee to Dia&e Iii^eMWe>g^id;; 
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Aug-18-05 1 2 :31 pm From-Buchal ter.Nemer, Fields 4 Younger 949 720 0182 T-083| s 

Buchalter 

Nemer Fields 1 841JU VON KARMAN AVfc., Sui 1 1 600, lRvrNE, CALiroawiA 926 1 2 

& Younger telephone (949) 76<n 121 / fax (94^720.0182 

A PkuV^iuiiuI Law Corporation j,-|| c fs| urn ber 7/709-0010 

Direct Dial Number: (949) 224-6246 
E-Mail; knsflkif&buchnl tcr.com 



July 13,2004 



Don Fcuer 

10 Via Tanas 

San Clemente, CA 92673 

Re: Revival of Abandoned Patent Application 
Dear Don: 

As you may recall, my sister Kari Williamson, a partner at Price Waterhouse Coopers, 
referred you to this firm in connection with the above-referenced matter. Alan Kindred, a 
shareholder, in our Los Angeles office told me that he spoke with you regarding your patent 
application (the "Application") and that he concluded that our firm would not be able to assist 
you with the revival of the Application. 

This is to confirm that Alan informed you that: (1 ) this firm would not be able to 
represent you in connection with this specific matter as it is outside the firm's areas of practice; 
and (2) the revival of an abandoned patent application is time sensitive, and you should contact 
patent counsel who can represent you without delay. 

I am sorry that we could not assist you with the Application and hope that we can be of 
service to you in the future nn other matters. To that end, enclosed for your information is our 
firm's brochure. Please contact me if we can be of any assistance to you in the future. Thank 
you for your time and consideration. 

Very truly yours, 

BUCHALTER, NEMEft , PTFT.DS & YOUNGER 
A Professional Corporation ^ 

- Keli N. Osaki 



Enclosure 

cc: Alan Kindred, Esq. (i/o) 



tro AngcL't- • Irvine • Fr;inui>i:0 



From- Bill Nieman [bnieman@kmob.com] 

Sent: Thursday, October 07, 2004 7:59 PM 

To: 'Don Feuer 1 

Subject: RE: patent attorney recommendation 

I am out of the office the rest of the week. I'll plan to call you next 

week. Look forward to talking to you. Bill 

Original Message 

From: Don Feuer [mailto:dfeuer@cox.net] 
Sent: Thursday, October 07, 2004 1:39 PM 
To: bnieman@kmob.com 

Subject: FW: patent attorney recommendation 



Original Message 

From: Don Feuer [mailto:dfeuer@cox.net] 
Sent: Thursday, October 07, 2004 1:35 PM 
To : bneiman@kmob . com 

Subject: patent attorney recommendation 
Dear Bill, 

You were recommended to me by Mike Hudgens (our pastor at vineyard) in 
regards to a patent that I have pending. You may recall that I was the one 
who had Crohn's disease which basically put me out of commission for quite a 
while. I was the one who was healed in the hospital. 



I developed some voice over ip applications a number of years back, and am 
looking for an attorney whom I can work with to both get the patent process 
rolling again (I had discussed this with the patent office), and also to 
prosecute the patent as well as to file other patents. 



Please call me at 949-279-5290 so that we could potentially get together to 
discuss these areas. 



Sincerely, 



Don Feuer 



n <KM0B.C0M>" made the following annotations. 
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Sent: 

To: 

Cc: 



From: 



Subject: 



Aaron Barker [abarker@kmob.com] 

Thursday, November 04, 2004 2:08 PM 

dfeuer@cox.net 

Bill Nieman; Amy Perez 

Contact at Patent Office 




USPTO 
Contacts.pdf Dofi) 

I look forward to our phone call this afternoon at 4:00. 

As you recall, we discussed possibly calling the Patent Office to ask what 

kind of documentation we would need to provide to revive your application. 

You gave us with a list of several individuals (see the attached pdf file) 

at the Patent Office. Is there a particular individual from the attached 

list that you would like us to contact? It appears that you may have left 

a message with Shalima Grant. Did this individual ever return your message? 

Sincerely, 
Aaron D. Barker 

Knobbe, Martens, Olson & Bear, LLP 
2040 Main Street, 14th Floor 
Irvine, California 92614 
Main (949) 760-0404 
Direct (949) 721-2942 
FAX (949) 760-9502 
abarker@kmob.com 
FEUER.001A 

«USPTO Contacts.pdf» 

M <KMOB.COM>" made the following annotations. 



i 



From: Bill Nieman [bnieman@kmob.com] 
Sent: Friday, November 05, 2004 5:44 PM 
To: dfeuer@cox.net 
Subject: Emailing: search_detail.html 

Don, one of my partners thought this guy would be a good possibility (I know nothing about him). This same 
partner was also very complimentary of Ray Horn. 
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T J. Singh 
Member 
Klein. O'Neill & Singh, LLP 
2 Park Plaza, Suite 510 
Irvine, California 92614 

(Orange Co.) 
Telephone: 949-955-1920 
Fax:949-955-1921 
Email: Send an Email 

Practice Areas: Intellectual Property 

Admitted: 1996, California; registered to practice before U.S. Patent 
and Trademark Office 

Law School: Loyola Law School, J.D., 1996 

College: Institute of Technology, B.H.U., India, B.Tech., 1985; 
California State University, Long Beach, M.S., 1991 

Member: American Intellectual Property Law Association; Orange 
County Patent Law Association (Director). 

Languages: Hindi and Punjabi 

Born: Allahabad, India, 1963 

ISLN: 913916122 

Web Site: http://www.koslaw.com 



New Search Search Results Previous Listing 
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3/24/2005 



From: Bill Nieman [bnieman@kmob.com] 
Sent: Friday, November 05, 2004 5:53 PM 
To: dfeuer@cox.net 
Subject: patent atty 
One more name: 

Glenn R. Smith 
28626 Brookhil! Road 
Trabuco canyon, Ca 92679 

949-709-7164 

i know Glenn personally (nice guy), but have not worked with him. Others speak well of him. He's a 
solo practitioner (thus, maybe less expensive), an EE, but I think Ray Horn would have the best 
technical background of those suggested so far. When you decide who you want to start with, let me 
know and I'll call them to let them know that you'll be calling. Bill 



Knobbe, Martens, Olson & Bear, LLP 

2040 Main Street, 14th Floor 

Irvine, CA 92614 

Telephone: 949/760-0404 

Fax: 949/760-9502 

E-Mail: wnieman@KMOB.com 

www.KMOB.com 

This communication, including the above message and any attachments hereto, is intended only for the individual or entity to which it is addressed. This 
communication may contain work-product or privileged information that is confidential and exempt from disclosure under applicable law. If the reader of this 
communication is not the intended recipient, or the employee or agent responsible for delivering the communication to the intended recipient, you are hereby 
notified that any dissemination, distribution, copying or use of this communication is strictly prohibited. If you have received this communication in error, please 
notify the sender immediately, preferably via return e-mail, and destroy the original communication and all copies thereof, including electronic media. 



"<KMOB.COM>" made the following annotations. 



PRIVILEGED AND CONFIDENTIAL COMMUNICATION 

This electronic transmission, and any documents attached hereto, may contain confidential and/or legally 
privileged information. The information is intended only for use by the recipient named above. If you have 
received this electronic message in error, please notify the sender and delete the electronic message. Any 
disclosure, copying, distribution, or use of the contents of information received in error is strictly prohibited. 



3/24/2005 



Sent: 

To: 

Cc: 



From: 



Subject: 



Aaron Barker [abarker@kmob.com] 
Tuesday, November 16, 2004 4:49 PM 
'don feuer' 

Bill Nieman; Amy Perez 
Return of your file 



Don, 



I understand that you will be having a meeting tomorrow in our building 
around 2:30 p.m. If you would like, I can return your file to you at that 
time. Just ask for me at the 14th floor reception area and I will bring 
you the file. 

If this does not work for you, please let me know and we can make other 
arrangements. 

Sincerely, 

Aaron D. Barker 

Knobbe, Martens, Olson & Bear, LLP 

2040 Main Street, 14th Floor 

Irvine, California 92614 

Main (949) 760-0404 

Direct (949) 721-2942 

FAX (949) 760-9502 

abarker@kmob.com 

FEUER.OOOGEN 

"<KMOB.COM>" made the following annotations. 
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From: Bill Nieman [bnieman@kmob.com] 
Sent: Thursday, December 02, 2004 6:00 PM 
To: dfeuer@cox.net 
Subject: Emailing: attorneys.html 

here is the last name I have. As discussed I do not have a basis for recommending him, but you 
may want to talk to him. Bill 
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CONTACT UI 




Our Personnel 



Robert F. Gazdzinski 

Managing Partner, Gazdzinski & Associates 

Mr Gazdzinski is registered to practice before the U.S. Patent and Trademark Off ice, 
and has been admitted to the State Bars of California, New Jersey, and Pennsylvania. 
He has also been admitted to United States District Courts for the Southern District of 
California, District of New Jersey, and Eastern District of Pennsylvania. 

Mr. Gazdzinski has a Juris Doctor degree from Rutgers University School of Law, a 
Master of Business Administration (MBA) from University of San Diego, and a Bachelor 
of Science in Physics from Drexel University. Mr. Gazdzinski has also completed the 
Naval Nuclear Power Training program (comparable to a Master's degree in nuclear 
engineering). 

Prior to forming his own firm, Mr. Gazdzinski was associated with the law firm of Knobbe, 
Martens, Olson and Bear in San Diego, CA for several years. While at Knobbe Martens, 
Mr. Gazdzinski was responsible for domestic and international patent and trademark 
prosecution for a number of clients, as well as directing two patent evaluation and 
acquisition projects relating to a wide spectrum of technologies including asynchronous 
transfer mode (ATM), IEEE 802.3x, IEEE 1149 JTAG, virtual private networking (VPN), 
speech recognition, IS-95, IS-54/136, GSM/PCS-1900, CDPD, IEEE 802.11 WLAN, 
FHSS, ITU H.323, MPEG, and digital signal processing (DSP). Mr. Gazdzinski also 
negotiated and drafted software licenses for a variety of clients. 

Before joining Knobbe Martens, Mr. Gazdzinski was an extern with the New Jersey 
Corporation for Advanced Technology, a senior nuclear engineer with Ogden 
Corporation, a Naval Officer assigned to nuclear submarines and naval intelligence, and 
a semiconductor research technician with IBM Corporation at Brookhaven National 
Laboratory. Mr. Gazdzinski also worked as an operations assistant at Peach Bottom 
Atomic Power Station. 

Mr. Gazdzinski is sole inventor on five (5) issued U.S. Patents, and several pending 
applications. He has also published several works relating to intellectual property and 
various topics relating to nuclear engineering and electrical/electronics component aging, 
including SAND-96-0344, which is currently used by the U.S. Nuclear Regulatory 
Commission as a licensing standard for nuclear plant electrical components (see IEEE- 
Std. 1205-2000). He is also member of the American Intellectual Property Law 
Association, American Nuclear Society, and other professional organizations. 



3/25/2005 



From: Bill Nieman [bnieman@kmob.com] 
Sent: Tuesday, December 28, 2004 1 :04 PM 
To: 'Don Feuer' 
Subject: RE: Emailing: attorneys.html 

sorry, I was out yesterday, are you available tomorrow to have lunch with me and my partner, Jerry 
Sewell ( I mentioned to you that he is leaving the firm)? 



From: Don Feuer [mailto:dfeuer@cox.net] 
Sent: Monday, December 27, 2004 9:06 AM 
To: 'Bill Nieman' 

Subject: RE: Emailing: attorneys.html 
Hey Bill, 

Merry Belated Christmas... Would you like to get together today for lunch? 
Don 



From*: Bill Nieman [mailto:bnieman@kmob.com] 
Sent: Thursday, December 02, 2004 4:00 PM 
To: 'dfeuer@cox.nef 
Subject: Emailing: attorneys.html 

here is the last name I have. As discussed I do not have a basis for recommending him, but you 
may want to talk to him. Bill 
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OUR PERSONNEL 



Robert F. Gazdzinski 

Managing Partner, Gazdzinski & Associates 

Mr Gazdzinski is registered to practice before the U.S. Patent and Trademark Office, 
and has been admitted to the State Bars of California, New Jersey, and Pennsylvania. 
■He has also been admitted to United States District Courts for the Southern District of 
California, District of New Jersey, and Eastern District of Pennsylvania. 

Mr Gazdzinski has a Juris Doctor degree from Rutgers University School of Law, a 
Master of Business Administration (MBA) from University of San Diego, and a Bachelor 
■of Science in Physics from Drexel University. Mr. Gazdzinski has also completed the 
Naval Nuclear Power Training program (comparable to a Master's degree in nuclear 
engineering). 



Prior to forming his own firm, Mr. Gazdzinski was associated with the law firm of Knobbe, 



From: 
Sent: 
To: 
Cc: 

Subject: 



Robert Gazdzinski [rob@gazpat.com] 
Monday, December 20, 2004 5:29 PM 
dfeuer@cox.net 
Carrie DeCoro 

FW: recommendation by Bill Nieman 



Dear Don: 



Thanks for contacting us regarding this matter. Unfortunately, I think 
we'll have to decline for two reasons; (i) we are completely overloaded and 
not taking any new clients for the forseeable future; and (u) we have done 
a good deal of VoIP/SIP/H . 323 work for various clients to date, and hence. it 
is quite likely that we'd have a subject matter conflict for handling your 
application. 

I'll try asking around to see if I can't come up with a good recommendation 
for you; however, everyone I know is also blocked up and not taking new 
clients . 

Sorry I can't be of more help. If you have questions, please advise. 

Best regards, 
Rob 

Robert F. Gazdzinski 
Gazdzinski & Associates 
Intellectual Property Law 
The Promontory 

11440 West Bernardo Court, Suite 375 
San Diego, CA 92127 

(858) 675-1670 - Tel 

(858) 675-1674 - Fax 
www . gazpat . com 

CONFIDENTIAL AND PRIVILEGED COMMUNICATION 

This electronic transmission, including any documents or data attached 
hereto, may contain confidential and/or legally privileged informat "n- This 
information is intended for use strictly by the recipient ( s) ^ am ^ n ^ v ^ nd If 
you have received this transmission in error, please notify the sender and 
delete the message- and any attachments. Any unauthorized disclosure^ 
copying, distribution, or use. of the contents of this message is strictly 
prohibited. 

Original Message 

From: Don Feuer [mailto:dfeuer@cox.net] 
Sent: Monday, December 20, 2004 12:27 PM 
To : ipdomest icSearthlink . net 
Subject: recommendation by Bill Nieman 



Dear Mr. Gazdzinski, 



Bill Nieman from KM0B requested that I contact you regarding a patent that I 
have pending regarding voip applications. The firm of KMOB ended up having 
a conflict of interest whereby they had to drop me as a client. 



1 



The patent was filed in early 2000 and due to illness was abandoned with 
cause, therebyit needs to be reactivated with an attorney whom does not 
have a conflict in this area. 

Could you please give me a call at 949-279-5290 to discuss this further? 



Sincerely, 



Don Feuer 



: 2Whbb Street 

Intellectual Property Law tofyCAffi(4 

Asm D, Barter 
ab*rk&0molM6m 

Januaiy 4, 2005 
VIA FEDERAL EXPRESS 

Donald S. Eeuer 

10 Via Tunas 

San Ctem^te, CA 92673 

Re: Coiifirmalion TTiai WTO ofFiie 
U;S Patei^Applicat^ 

Title: 4 *METHOD AND APPA31ATUS FOK: INTERFACING A PUBLIC SWITCHED 
NETWORK AND ^ JNTHl^ PROTO^^ 
t^OMKfl J^IG ATION^' 
FHed: January 7, 2000 

DearD6n; 

This letter will eo*iM the ator^^ Martens, Olson A Bear, 

if&&t will : iiotfc 

your insomeys because of a potemi^ not be performing any 

legal worirfor you. 

In our past meetings, we imy dot 
legal issues; You should be c^fel itot 

professional legal advice. Competent legal advice uiiclei^tatiduig of al l of 

the facts and circumstaiKes. It b impossible for u$ or any attorney to gain that full understanding in the 
short meetings that we had. FwtMs reason; ^ 

incomplete discussions. Instead, we ^m^y encourage you i6 seek another attorney to advise you in 
connection with this matter. 

As you have riot; yet found an attorney to whom we should transfer, your fite for the above- 
referenced patent application, ^e are ^ to you. However, your matter may 
involve deadlines or statutes of limitation which; 0 not reviewed thoroughly by an attorney and acted 
upon, will preclude you from obtaining relief Thus, we encourage you to se*k advice fiom ahcAcfT 
attorney immediately to ensure that all applicable deadlbes or statutes of limitation ^ 

*■ 

Please sign and return the enclosed copy of this letter acknowledging receipt of this file. If you 
have any questions, please do not hesit^ to cctatact us. 



Veiyliri^^ui^ 




Aaron D. Barker 



cc: William ttNieman 

Jayna Cartee, IJ;S, l^ai^T^ 

H*\DOCSUDB\ADB.t9J4IKX: ^ 
01030$ * ^ : 



SenObgt 



San Francisco 
41545*4114 



310-551^450 



$51<7B14231; 



SmLulsdbtipo 
805^47-Sm 
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